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En  cuestión  de  minutos . . . 


ALIVIO  SATISFACTORIO 

de  los  desagradables 
síntomas  urinarios 


*El  dolor  y el  ardor  disminuyeron  en  el  93%  de  los  casos  . . . 
*La  frecuencia  urinaria  se  corrigió  en  el  85%  de  los  casos  . . . 


*Segúri  un  estudio  he- 
cho por  Kirtcin,  Loivs- 
ley  y Menning,  en  118 
casos  tratados  para  el 
alivio  sintomático  con 

rYKIDllM. 


**Pyridium  es  la  marca 
registrada  de  la  JSepera 
Chemical  Co.,  Inc.  sn- 
cesora  de  ¡a  Vyridium 
Corporation,  para  su 
forma  de  cloruro  de 
fenilazo  ■ diamino  - piri- 
dina.  Merck  & Co.,  Inc., 
únicos  distribuidores  en 
E.l.A. 


PYRIDIUM  OBRA  CON  RAPIDEZ.  En  cuestión  ele  minutos  su  aeción 
local,  analgésica  e inocua  alivia  los  desagradables  síntomas  (jue  acompañan 
a la  cistitis,  pielonefritis,  prostatitis  y uretritis. 

Se  puede  administrar  Pyridium  concomitantemente  con  estreptomicina, 
penicilina,  sulfonamidas  o cualquiera  otra  medicación  específica  a fin  de 
que  el  tratamiento  alcanee  dos  fines:  el  alivio  sintomático  y la  acción 
correctiva. 


(Marca  del  cloruro  de  Fenilazo-diamino-piridina) 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  Inc. 
Fabricantes  de 
Productos  Químicos 
Rahway,N.  J.,E.  U.  A. 


MERCK  (NORTH  AMERICA)  Inc. 

161  Avenue  of  the  Americas,  New  York  13,  N.  Y.,  E.  L'.  A. 


Distribuidores:  CESAR  CASTILLO,  INC.,  Edificio  Camaleglo 
Avenida  Muñoz  Rivera  70  - Hato  Rey,  Puerto  Rico 


Excellent  tissue  turgor  and  muscle  development 

in  babies  fed  Olac®  are  clearly  shown  by  steadily 
increasing  clinical  observations.  These  babies  tend 
to  gain  weight  without  becoming  fat,  are  sturdy, 
and  resist  infections  well.  They  are  generally  vigorous, 
with  happy  dispositions.  They  get  a strong  start 
for  a healthy  childhood. 

Designed  for  optimum  nutrition  of  both  full  term 
and  premature  infants,  Olac  supplies  milk  protein 
in  exceptionally  generous  amounts,  to  promote 
sturdy  growth.  Its  fat  is  an  easily  digested,  highly 
refined  vegetable  oil.  Dextrl-Maltose®  supplements 
the  lactose  of  the  milk,  to  meet  energy  needs  and 
spare  protein  for  its  essential  tissue-building  functions. 

Convenient  and  simple  to  use,  Olac  feedings 
are  prepared  merely  by  adding  water.  A convenient 
special  measure  is  enclosed  in  each  can.  One  packed 
level  measure  of  Olac  to  2 ounces  of  water  gives 
a formula  supplying  20  calories  per  fluid  ounce. 

Olac  Is  valuable  not  only  for  bottle-fed  infants 
but  for  supplementary  and  complementary  feedings 
of  breast-fed  infants. 


Olac 


Mead's  powdered  formula  designed 
for  both  full  term  and 
premature  infants 


MEAD  JOHNSON  & COMPANY 
Evansville  21/  Indiana,  U.  S.  A* 

I\  ().  I^ox  3()S1  — San  .Juan,  P.  R. 


1 médico  interesado  en  mantenerse  bien  informado  sobre  los 
métodos  más  avanzados  de  la  alimentación  infantil  artificial, 
le  será  de  provecho  tener  presente  las  ventajas  de  BIOLAC. 
He  aquí  una  relación  suscinta  de  las  razones  que  explican  la 
superioridad  de  BIOLAC; 

9 BIOLAC  contiene  una  adecuada  cantidad  de  proteína.  Queda  ente- 
ramente satisfecho  el  alto  requerimiento  proteico  de  la  infancia. 
0 BIOLAC  contiene  cantidades  reducidas  de  grasa.  Suficientemente 
nutritivo,  aunque  modificado  para  disminuir  los  trastornos  diges- 
tivos. 

^ BIOLAC  contiene  lactosa  agregada.  Se  le  ha  agregado  lactosa  (el 
azúcar  natural  de  leche)  para  suplir  el  carbohidrato  requerido. 
La  lactosa  ayuda  también  a asegurar  condiciones  intestinales  y 
deposiciones  semejantes  a las  del  bebé  alimentado  al  seno,  sir- 
viendo también  de  auxiliar  en  la  utilización  del  calcio. 

0 BIOLAC  está  enriquecido  con  vitaminas  y hierro.  Las  tomas  de 
BIOLAC  proveen  suficientes  cantidades  de  las  vitaminas  A,  B],  Bo 
D,  hierro,  calcio  y fósforo. 

0 BIOLAC  es  fácil  de  recetar.  BIOLAC  es  un  alimento  infantil  com- 
pleto. El  polvo  BIOLAC  y agua  son  los  únicos  ingredientes  de  la 
fórmula. 

Estas  son.  Doctor,  las  ventajas  que  merecen  su  consideración 
al  recetar  la  dieta  del  bebé. 

SEÑOR  DOCTOR:  Tenemos  la  seguridad  que  BIOLAC  le  dará 
a Ud.  excelentes  resultados  en  la  alimentación  infantil.  ¿Por 
qué  no  se  convence  por  sí  mismo  sometiendo  BIOLAC  a una 
prueba  hoy.^  Sírvase  escribirnos  si  desea  recibir  literatura  o 
material  gratis  para  experimento  clínico. 


Bíolac 


THE  BORDEN  COMPANY 

Madison  Ave.,  Nueva  York  17,  N.Y.,  E.U.A. 


w 


COf^ 


9211 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


NION  CORPORATION  . IOS  ANOELIS  Jí,  CAIISORNIA 


Representantes  para  I*uert«  Itiec» 
lOAtiUIN  BELENDEZ:  SOI,A 

Ave.  Labra  Núni.  «02  Apartado  n,S« 

Sant  urce.  I*.  R.  San  .luán.  I».  R. 
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Niveles  que  se  obtienen  con  la  Penicilina  Produraf 
después  de  una  sola  inyección  de  1 c.c.  (4C)0.000u.) 


PENICILINA 

PRODURAE 


Doble  protección  . . . con  una  sola  inyección 
de  PENICILINA  PRODURAL. 

Acción  rápida  . . . alta  concentración  sanguínea 
inicial  —alcanza  el  máximo  dentro  de  dos  horas. 

Acción  sostenida  ...  el  nivel  sanguíneo  eficaz  se 
mantiene  24  horas  por  lo  menos. 


La  PENICILINA  PRODURAL  es  una 

combinación  seca  y estable  de  sales  de  penicilina 
que,  con  un  diluente  acuoso,  produce  100.000 
unidades  de  Solución  Potásica  Amortiguada 
(pH  constante)  de  Penicilina  G Cristalina  y 
300.000  unidades  de  Penicilina  G Procaína 
Cristalina  por  cada  c.c.  de  la  solución  en 
suspensión  resultante. 

PENICILINA  PRODURAL-Elaborada  por  MERCK  & CO.,  Inc. 

Se  vende  en  frasquitos  de  1 dosis  (400.000  unidades),  5 dosis  (2.000.000  de  unidadee), 
y 10  dosis  (4.000.000  de  unidades).  Se  mantiene  estable  durante  18  meses  en  el  frasqOito 
sin  abrir  y durante  una  semana  bajo  refrigeración,  una  vez  que  se  le  ha  agregado  el 
diluente  acuoso. 


SUBSIDIARIA  DE 

MERCK  (NORTH  AMERICA)  INC.  co!i«.  ' 

161  Avenoe  oí  the  Americaa,  New  York  13.  N.  Y..  U.  S.  A.  f abricantes  de 

Productos  Químicos. 
R.hw.y,  N.  J..  U.  S.  A, 


Distribuidores:  CESAR  CASTILLO,  INC.,  Edificio  Camaleglo 
Avenida  Muñoz  Rivera  70  - Hato  Rey,  Puerto  Rico 


for 


FANT*  • • 


for  the  mother 


WHEN  Libby's  Evapora  led  Aiiik 
the  physician’s  recommendation  as 
the  foundation  for  the  infant  feeding 
formula,  these  three  desirable  points 
are  realized: 

Fortification  with  not  less  than  400 
U.S.P.  Units  of  Vitamin  D3 — irradiated 
7-dehydrocholesteroI — per  pint  of  evap- 
orated milk  assures  not  only  adequate 
protection  against  rickets  for  the  in- 
fant, hut  optimal  \ itamin  D metab- 
olism as  well. 

For  the  mother  it  carries  the  assur- 
ance that  without  other  medication, 
without  extra  work,  and  without  extra 
cost,  her  child  will  receive  — in  adequate 
amounts  — the  Vitamin  D experimen- 


400  U.  S.  P.  UNITS 
VITAMIN  D3  PER  PINT 


tally  shown  to  he  of  optimal  activity. 

Nutritionally,  Libby’s  Evaporated 
Milk  is  of  high  value,  richer  (when  di- 
luted with  an  equal  part  of  water)  than 
ordinary  milk,  more  readily  digested 
because  of  homogenization,  and  safer 
because  sterile. 


Libby,  MVNeill  & Libby 

l^achvrs  of  Qiudilv  Foods  since  1868 

(diicago  9,  Illinois 


EVAPORATED  MILK 


the  most 
effective 
analgesic”' 
for  rheumatic 
disease  • • • 

...in  the  most 
effective 

form  j 


SALPACINE 

TRADEMARK 


Salicylates  have  been  catted  "'the  most  effective 
analgesic”  ’ and  "the  drugs  of  choice” in  the 
treatment  of  rheumatoid  arthritis  and  rheumotic 
fever. 

In  SALPACINE,*  sodium  saticylate  is  combined 
v/ith  PABA,  vitamin  C,  and  colchicine  for  added 
effectiveness,  greater  safety,  and  broader 
therapeutic  range.  PABA  and  vitamin  C augment 
salicylate  blood  levels;^  vitamin  C prevents  ex- 
cessive capillary  fragility;^  and  colchicine  pro- 
vides specific  analgesia  in  gouty  arthritis. 

FORMULA  (per  tablet):  Sodium  Salicylate,  5 gr.; 
Sodium  p-Aminobenzoate,  3 gr.;  Colchicine, 
1/350  gr.;  Ascorbic  Acid,  15  mg. 


SUPPLIED:  Bottles  of  100,  500,  and  1000  en- 
teric-coated tablets. 

t . Pruce,  A.  M.:  J.M. A.  Georgia  40: 101,  1951.2.  Abel,  O.,  Jr.: 
J.  Missouri  M.  A.  45:805,  1 950.  3.  Ragan,  C.:  J.A.M.A. 
141:124,  1949.  4.  Smith,  R.  T.:  Journal-Lancet  70:192,  1950. 
5.  Graubard,  D.  J.,  and  Peterson,  M.  C.:  J.A.M.A.  141:756, 
1949. 

THE  VALE  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals 

ALLENTOWN  • PENNSYLVANIA 

*Trodemark  of  The  Vale  Chemical  Co.,  Inc. 


For  Greater 
Accuracy  ¡n 


REFRACTING 


GREENS’ 

REFRACTOR 


Ease  and  speed  of  operation  are  the  prime  benefits  of 
the  Bausch  & Lomb  Greens’  Refractor.  You  save  time,  you 
are  sure  of  extreme  accuracy — because  of  the  ingenious 
design  and  engineering  of  its  simplified  controls.  For 
example,  a total  prescription  may  be  read  directly  from 
three  scales — sphere,  cylinder  and  axis.  A Bausch  & Lomb 
Greens’  Refractor  offers  convenience  and  precision  with 
far  greater  speed  and  accuracy  than  any  other  instrument 
obtainable.  Let  us  arrange  a demonstration  for  you. 


H.  V.  GROSCH  CO. 


CALI.E  COMERCIO  402  — SAN  JUAN,  PUERTO  RICO 


BAUSCH  & LOMB 


OPTICAL  COMPANY 


ROCHESTER  2,  N.  Y. 

E.U.A. 


fípt  ^Une— 

but  many  other  nutritional  factors  are 
usually  involved  in  SECONDARY  ANEMIAS 

FERBETEX 


supplies  a well-rounded,  well  balanced  therapeutic 
combination  of  essentials. 

Each  tablet  provides: 


FERROUS  GLUCONATE 3 grains 

LIVER  CONCENTRATE 3 grains 

B-COMPLEX  VITAMINS 

Thiamin 2 mg. 

Riboflavin 2 mg. 

Ca.  Pantothenate 1 mg. 

Pyridoxine 0.5  mg. 

Niacinamide 1 0 mg. 

FOLIC  ACID 0.5  mg. 

ASCORBIC  ACID 20  mg. 

and 

VITAMIN  B-12 3 micrograms 


An  Efficient  hematopoietic,  FERBETEX  is  remarkably  well  toler- 
ated, with  optimal  nutrient  utilization,  and  least  gastro -intestinal 
upsets. 

Bottles  of  50  and  100  capsule  shaped  tablets. 

Physicians’  Samples  and  Literature  upon  request. 

EXCLUSIVE  DISTRIBUTORS: 

JOAQUIN  BELENDEZ  - SOLA  INC 
P.O.Box  1188  Tel.  2-1100 

San  Juan,  Puerto  Rico. 
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PYRIBEXIM 

^lOi^ 


'•«  t,, 
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* %*t 


to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 


iPyridoxine  HCI  Thiamine  Chloride) 
Each  1 cc  contains: 

Vitamin  Bl 50  mg. 

Vitamin  B6 50  mg. 

VIALS  OF  10  cc 


• f'  +-V/ 
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IROBLEX 
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for  use  in  hypochromic  and  nu- 
tritional anemias 

IROBLEX 

(Iron  - Liver  - B Complex) 

Each  cc  contains: 

Thiamine  HCl  (Bl)  lOO.  mg 

Riboflavin  (B2)  0.5  mg. 

Pyridoxine  HCl  (B6)  1.  mg. 

NICOTINAMIDE  50.  mg. 

IRON  CACODYLATE  10.  mg. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.2  cc. 

Phenol  (As  preservative)  0.5% 

VIALS  0.^=  10  cc 


.'iX 


Improveid 

Formula 


NION  CORPORATION  los  angeles  38,  california 

JOAQUIN  BELENDEZ  SOLA,  INC. 

P.O.  BOX  1 188,  SAN  JUAN,  PUERTO  RICO 


FOR  DERMATOMYCOSES 


iúcluding  tinea  capitis 
due  to  M.  audouini 


FURASPOR  CREAM 

Contains  1°>  Furaspor  {brand  of  nitrofurfuryl  methyl  ether)  in  a white,  odorless,  vanishing  cream  base. 


Fungicidal 

Sporicidal 

Bactericidal 

Non-irritating 

Odorless 

Non-staining 


Distribuidores:  CESAR  CASTILLO,  INC,,  Edificio  Camaleglo 
Avenida  Muñoz  Rivera  70  - Hato  Rey,  Puerto  Rico 


OMOUN 

Marca  Registrada  ‘ 

POLVOS  PARA?^ 
buCHAS  VAGINALES 


i 


a 


moderna  terapéutica 

en  VAGINITIS 


50%  de  las  mujeres  enfermas  sufren  de  derrames 
vaginales,  y su  pH  es  el  índice. 

Siendo  la  acidez  el  factor  terapéutico  más  importante 
en  Vaginitis,  DOMOGYN,  con  un  óptimo  pH  de  4.2, 
controla  rápida  y efectivamente  esa  condición,  resta- 
blece óptima  acidez  y normaliza  la  flora  vaginal. 

RUna  cucharadita  de  DOMOGYN  en  polvo  o el  con- 
tenido de  un  sobre  de  DOMOGYN,  en  dos  litros  de 
agua  caliente,  forman  una  suave  ducha  terapéutica. 

De  venta  en  todos  las  farmacias 


LUIS  (LVRKATON.  INC. 

Fortaleza  .{.SO  — Tel.  ;3-L5!»a  — San  .Juan,  I’.  K. 


O 


“...el  producto  que  má.s 
se  acerca  a la  drosa  ideal...'* 
para  la  infecciones  pediátricas 


V'-B— V CLORHIDRATO  DV  ^ ^ 

lerramicina 


CRISTALINA 


5?!sDltadgs~obtenidos  Efí 

i62  NINOS  TRATADOS  CON  TERRMÍCII^ 


. Nuy  nr  ^ 

V DIAGNOSTIC? 

, 

BUENA  . 

' RESPUESTA 

‘respuesta  ^ 

14 

Neumonía  lobar 

14 

0 

31 

Dronconeumonía 

31 

0 

8 

Otitis  media 

6 

2 

1 

Amigdalitis 

1 

0 

1 

Sinusitis 

1 

0 

2 

Hepatitis  infecciosa 

0 

2 

1 

Exantema  súbito 

0 

1 

1 

Sarampión 

0 

1 

X 

Fiebre  tifoidea 

0 

1 

1 

Laringotraqueobronquitís 

1 

0 

1 

Vaginitis  gonocócica 

0 

1 

*Ponsrfield,  T.  G.,  y Starkweather,  G.  A.  iJ.  Philadelphia  General  Hoip.  2:6  (enero)  1951. 


La  Terramicina  se  suministra  en  capsulas,  frascos  de  8 y 16  cápsulas 
de  250  mg.;  frascos  de  25  cápsulas  de  100  mg.;  frascos  de  25  cápsulas 
de  50  mg.  elixir,  1,5  gm.  con  1 oz.  fluida  de  diluyeme,  cotas  orales. 
2 gm.  con  10  c.c.  de  diluyeme  y un  cuentagotas  calibrado,  intravenosa, 
frascos  de  10  c.c.  con  250  mg.;  frascos  de  20  c.c.  con  500  mg.  ungüento, 
30  mg.  por  gm.  de  ungüento,  tubos  de  I/2  oz,  uncuen’so  oftálmico, 
5 mg.  por  gm.  de  ungüento,  tubos  de  % de  oz.  solución  oftálmica, 
frascos  cuentagotas  de  5 c.c.  con  25  mg.,  para  la  preparación  de 
soluciones  tópicas,  trociscos,  15  mg.  por  pastilla,  cajas  de  24. 
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Vitamin  A Vitamin  D Ascorbic  Acid  Thiamine  Riboflovin  Niacinomide 


Pleasant  tasting  . . . 

superior  flavors  assure  patient  acceptance 
Clear,  light  texture  . . . 

non-sticky ; flow  easily  from  dropper 
Exceptional  dispersibility  . . . 
disperse  instantly  in  fruit  juice  or 
water;  mix  readily  with  formula 

Highly  stable  . . . 

stable  at  room  temperature ; 
may  be  autoclaved  with  formula 

Easy,  accurate  dosage  measurement  . . . 
specially  designed,  easy-to-read  dropper 
assures  accurate  dosage 

Convenient . . . 

may  be  given  in  formula,  fruit  juice 
or  water,  or  dropped  into  mouth 


POLY-VI-SOL 

Each  0.6  (c.  supplies 

5000 

Units 

1000 

Units 

50  mg. 

1 mg. 

0.8  mg. 

5 mg. 

TRI-VI-SOL 

5000 

1000 

50  mg. 

Eoch  0.6  (c.  supplies 

Units 

Units 

CE-VI-SOL 

Each  O.S  cc.  supplies 

50  mg. 

P.  O.  Box  3081  — San  Juan,  P.  R. 


AHORA... nueva  esperanza 
para  muchas  afecciones  cutáneas: 


Cortone  ha  traído  nuevo  alivio 

...  a muchos  pacientes  con  lesiones  tan  penosas,  y tan 
desagradables  a la  vista,  como  las  del  edema  angioneurótico, 
las  dermatitis  atópicas  y las  reacciones  alérgicas  a ciertas 
drogas. 


CORTONE  HA  PRODUCIDO  RESULTADOS 
SORPRENDENTES 

...  en  ciertas  enfermedades  graves,  como  el  pénfigo,  el  lupus 
eritematoso  diseminado  y la  dermatitis  exfoliativa  generali* 
zada. 


CORTONE  HA  SERVIDO  PARA  PREVENIR 

...  en  muchos  de  estos  casos,  un  probable  desenlace  fatal. 

Dermatitis  Exfoliativa 


Para  el  tratamiento  con  Cortone  no  hay  que  tomar  ninguna 
medida  que  el  médico  no  tenga  fácilmente  a su  alcance  en  el 
ejercicio  diario  de  la  profesión.  Con  exámenes  corrientes  de 
laboratorio,  determinación  de  la  dosis  adecuada  para  el  caso  y 
cuidadosa  observación  clínica,  la  mayoría  de  los  enfermos  mejo- 
rará notablemente  ...  sin  temor  a reacciones  negativas. 

Literatura  a petición 


•Cortone  es  la  marca  de 
fábrica  de  Merck  & Co., 
Inc.  para  su  Cor  tisana. 
Esta  substancia  fué 
puesta  por  primera  vez  a 
la  disposición  de  la  pro- 
fesión médica  mundial 
por  Merck  & Co.,  Inc. 


MERCK  (NORTH  AMERICA)  INC. 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  IHC. 


161  Avenue  of  the  Americas,  New  York  13,  N.Y.,  E.U.A. 


Fabricantes  de 
Froductos  Químicos 

Rahway,  N.  J.,  E.U.A. 


Distribuidores:  CESAR  CASTILLO,  INC.,  Edificio  Camaleglo 
Avenida  Muñoz  Rivera  70  — Hato  Rey,  Puerto  Rico 


this  NEWEST  Series 


SPENCER 


Phase 

Microscopes 


. . . is  another  achievement  by  AO 
Spencer  Scientists  who  have  played  a 
prominent  role  in  the  development  of 
phase  microscopy.  Today  “Phase”  is 
being  widely  adopted  in  both  research 
and  routine  microscopy  for  studying 
living  organisms  and  other  materials  of 
inherently  low  contrast.  The  usefulness 
of  this  technique  has  been  greatly  in- 
creased by  the  variety  and  versatility  of 
AO  Spencer  equipment. 

This  new  series  of  instruments  combines 
the  advantages  of  “Phase”  with  the 
recent  mechanical  advancements  in  AO 
Spencer  Microscopes. 


★ RESPONSIVE  FINE  ADJUSTMENT 

Placed  conveniently  low.  Calibrations 
accurate  throughout  entire  range  of 
travel.  Backlash  is  eliminated. 

★ CUSTOM  TENSION  ADJUSTMENT 

Substage  and  coarse  focusing  tension 
instantly  set  to  suit  your  touch. 


^ NEW  "PINCH  GRIP"  MECHANICAL  STAGE 

Rapid  insertion  of  slides  without 
disturbing  mechanical  adjust’ménts. 


ir  PHASE  TURRET  CONDENSER 

Easy  to  rotate.  Interchangeable  annular 
diaphragms,  parcenterable  to  four 
phase  objectives.  Centerable  mount  for 
accurate  alignment  in  substage. 


ir  WIDE  SELECTION  OF  OBJECTIVES 

Bright,  Dark,  B Minus  Contrast  in 
gradations  to  meet  individual  needs. 


PUERTO  RICO  OPTICAL  COMPAXY 
San  Juan,  P.  R. 
Representantes  de 
AMERICAN  OPTICAL  COMPANY 
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en  lo  boca  y lo  garganta 

En  las  pastillas  TyrOZETS  se  han  combinado  los  notables 

propiedades  ant'ibióticcs  y microbiddas  de  la  tirotricina, 
con  le  conocida  acción  analgésica  de  la  benzocaina. 

Resultado:  una  fórmula  terapéutica  ideal  en  forma  de  pastillas 
de  sabor  muy  agradable  y de  gron  eficacia  medicamentosa. 

TyrOZETS  ataca  los  gérmenes  patógenos  en  la  cavidad  bucal 
y combate  la  formación  de  focos  infecciosos. 

TyrOZETS  calma  rápidamente  la  irritación  y el  dolor  de  garganta» 
TyrOZETS  para  la  asepsia  bucal  y faríngea,  procesos 
anginosos,  en  las  post-tonsilectomías,  etc. 


TYROZETS 


Philadelphia  1,  Pa., 


EN  TUBOS  DE  12  PASTILLAS 


the  penicillin-sulfonamide  combination 
formulated  for  convenient  cpi.d.  dosage 
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Squibb  200,000  Unit  Penicillin  with  0.5  Gm.  Meth-Dia-Mer  Sultonamide  Tablets 

Botiles  of  SO 
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for  optimal  therapeutic  results, 
just  1 or  2 Penfonylin  Tablets  one-half  hour... 


Squibb 
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Aceptación  mundial 


CLORHIDRATO  DE 

ureomicina 

CRISTALINA 


La  gran  aceptación  mundial  de  que  goza  la  aureomicina,  es  elocuente 


testimonio  de  su  eficacia  contra  un  número  excepcionalmente  grande  de  infecciones. 


Estas  abarcan  las  siguientes: 


Amíbiasis  aguda  • Blenorragia  (resistente)  • Brucelosis  • 
Coqueluche  (aguda  o subaguda)  • Chancro  blando  (chan- 
croide)  • Endocarditis  bacteriana  subaguda  resistente  a 
1a  penicilina  • Fiebre  botonosa  • Fiebre  de  la  garrapata 
africana  • Fiebre  punteada  de  las  Montañas  Rocosas 
Fiebre  Q • Granuloma  inguinal  • Infecciones  comunes 
del  útero  y órganos  anexos  • Infecciones  debidas  al 
bacilo  de  Friediánder  (neumonía  Klebsiella)  • Infecciones 
debidas  a H.  Influenzae  • Infecciones  génitourinarias 
Infecciones  Gram-negativas  (incluyendo  las  causadas  por 
el  grupo  coli-aerógenes)  • Infecciones  Gram-positivas 
(incluyendo  las  estreptocócicas,  estafilocócicas  y neumo- 
cócicas)  • Infecciones  oftálmicas  • Infecciones  quirúrgi- 
cas causadas  por  bacterias  piogénicas  • Linfogranuloma 


venéreo  • Neumonía  primaria  atípica  • Pwitonitis  • 
Psitacosis  (enfermedad  de  los  loros)  • Pústula  Ríckettsió- 
sica  • Septicemia  bacteroide  • Sinusitis  • Tifus  • Tra- 
coma • Tularemia 

El  clorhidrato  de  aureomicina  cristalina  Lede'rle 

se  expende  en  las  siguientes  formas: 

cápsulas  de  50,  100  y 250mg;  pasta  y conos  dentales; 

solución  intravenosa;  glacines*  (trociscos), 

solución  oftálmica,  solución  ótica,  polvo  dispersivo  (con 

sabor  a chocolate),  trociscos,  ungüento  oftálmico  y 

•ungüento  tópico. 

*Marca  de  fábrica 
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SUPPURATIVE  PELVIC  THROMBOPHLEBITIS  WITH 
PULMONARY  EMBOLI 

PRESENTATION  OF  A CASE  TREATED  BY  LIGATION 
OF  INFERIOR  VENA  CAVA 

PEDRO  A.  SUAU*,  M.D. 

During  recent  years  the  implications  of  intravascular  clotting 
have  extended  considerably.  It  is  now  generally  recognized  that 
there  are  two  essential  types  occurring  typically  in  the  deep  venous 
system  of  the  lower  extremities.  Thus,  the  concepts  of  Homans 
and  Ochsner  and  De  Bakey  as  to  the  occurrence  of  bland  thrombosis 
or  phlebothrombosis,  on  the  one  hand,  and  inflammatory  thromb- 
osis or  thrombophlebitis  on  the  other,  are  now  well  established. 
Tendencies  to  embolism  complicating  these  types  of  thrombosis 
differ  greatly.  In  instances  of  phlebothrombosis,  most  often 
asymptomatic,  there  is  a greater  predisposition  to  infarction  and 
fatal  emboli  because  of  loose  attachment  to  the  vein  wall  and 
friability  of  the  clot  which  is  composed  mainly  of  fibrin  with  an 
admixture  of  cellular  elements.  In  contrast,  an  inflammatory  re- 
action within  the  wall  of  the  vein  and  clot  in  cases  of  thrombo- 
phlebitis tends  to  result  in  a firmer  adherent  clot  and  greatly  les- 
sened incidence  of  lethal  embolism. 

The  occurrence  of  clotting  initially  in  the  pelvic  veins  due  to 
severe  infection,  has  received  little  attention  in  the  recent  medical 
literature.  This  condition  may  occur  in  patients  with  postabortal 
or  postpartal  infection,  after  gynecologic  operations  or  intra-uterine 
application  of  radium  or  in  connection  with  pelvic  abscesses  be- 
sides those  associated  with  puerperal  or  postabortal  infection.  The 
clots  so  formed  are  septic  and  tend  more  often  to  be  frankly  puru- 
lent. This  process  of  liquefaction,  therefore,  predisposes  to  em- 
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bolism.  The  resulting  infected  emboli  tend  to  be  small  a'nd  are 
liberated  in  showers.  Pyemia  or  septicemia  with  the  development 
of  metastatic  abscesses  results  and  is  often  fatal.  This  is  in  contra- 
distinction to  the  fatal  massive  pulmonary  embolism  associated 
with  phlebothrombosis.  The  process  of  septic  thrombosis  in  the 
pelvic  veins  is  a distinct  type  of  intravascular  clotting  which  has 
been  termed  “suppurative  pelvic  thrombophlebitis”.  Consideration 
of  this  type  of  clotting  in  a separate  category  seems  warranted. 
It  can  occur  independently  of  thrombosis  of  the  veins  in  the  leg. 
Moreover,  repeated  septic  embolism  result  in  septicemia  and  seed- 
ing of  small  abscesses  in  distant  organs  rather  than  death  from 
sudden  massive  pulmonary  embolism. 

Before  the  advent  of  specific  antibacterial  agents  the  sur- 
geons at  the  turn  of  his  century  were  operating  upon  patients 
with  puerperal  pyemia.  Investigators  such  as  Trendelenberg  and 
Miller  were  able  to  demonstrate  thrombosed  veins  by  palpation 
at  operation.  These  surgeons  ligated  individual  veins  in  the  pelvis 
proximal  to  the  thrombus.  The  ovarian,  hypogastric,  external  iliac 
and  cava  have  been  ligated  individually  depending  upon  the  site 
or  sites  of  thrombi.  Uninvolved  tributaries  of  the  vena  cava  or 
uninvolved  ovarian  veins  were  left  undisturbed.  The  mortality 
rate  after  ligation,  however,  was  only  slightly  better  than  follow- 
ing expectant  therapy  and  ligation  fell  into  disrepute.  Further 
experiences  has  shown  that  surgical  therapy  can  be  highly  suc- 
cessful in  suppurative  pelvic  thrombophlebitis,  even  though  ex- 
haustive medical  therapy  has  failed.  This  depends  upon  complete 
interruption  of  the  venous  return  from  the  uterus,  that  is  the 
ovarian  vessels  and  vena  cava,  which  is  effectively  accomplished 
by  ligation  of  the  right  and  left  ovarian  vessels  and  inferior  vena 
cava  irrespective  of  the  location  of  the  thrombotic  process. 

Although  the  recent  introduction  of  sulfonamides  and  anti- 
biotic has  served  to  reduce  the  incidence  and  severity  of  pelvic 
sepsis  the  success  of  chemotherapy  and  antibiotics  depends  upon 
many  factors,  such  as,  susceptibility  of  the  invading  organism  or 
organisms,  time  of  application  of  therapy,  walling  of  infective 
process  and  blood  supply  to  the  infected  area.  In  any  large  obste- 
tric and  gynecologic  service  in  spite  of  these  agents,  and  the  use 
of  anticoagulants,  a number  of  severe  cases  of  pelvic  sepsis  still 
occur.  The  incidence  of  criminally  induced  abortion  with  repeat- 
ed invasion  of  the  uterus  under  most  deplorable  conditions,  and 
the  unhygienic  surroundings  in  the  home  at  the  time  of  delivery, 
will  naturally  increase  the  incidence  of  puerperal  sepsis  in  any 
area  served  by  a large  charity  center.  From  the  obstetric  wards 
of  Charity  Hospital,  New  Orleans,  during  the  period  1937  to  1946, 
35%  of  the  patients  who  died  of  puerperal  sepsis  showed  evidence 
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of  intravascular  clotting  at  autopsy.  In  a study  of  the  maternal 
deaths  in  New  York  City  for  1947,  Gold  and  Wallace  reported 
that  50%  of  the  deaths  attributed  to  puerperal  sepsis  were  due  tc 
embolic  phenomena. 


PATHOLOGY 

The  accompanying  diagram  shows  the  sites  of  thrombi  in  70 
cases  of  suppurative  pelvic  thrombophlebitis  treated  by  ligation 
by  the  Tulane  group.  It  illustrates  the  fact  that  thrombi  are  al- 
most equally  distributed  between  the  two  primary  highways  of 
venous  return,  that  is,  the  uterine  draining  into  the  hypogastric 
and  common  iliac  veins  and  inferior  vena  cava  and  the  ovarian 
draining  directly  into  the  inferior  vena  cava  on  the  right  side  and 
indirectly  by  way  of  the  left  renal  vein  on  the  opposite  side.  In  tht 
majority  of  cases  thrombi  are  evident  in  both  venous  systems.  The 
site  of  thrombosis  can  be  established  by  palpation  at  operation 
and  in  many  cases  by  histologic  examination  of  small  resected  por- 


Sites  of  thrombi  in  70  cases  of  suppurative  i)elvic  throml)ophlel)itis. 
(Reproduced  from  Collins,  et  al.  Suppurative  Pelvic  Thrombophlebitis. 
Surgery.  :h):2,  298-310.  1951.) 
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tions  of  the  ovarian  vessels.  In  all  but  nine  cases  the  clot  was 
found  below  the  level  of  the  lower  portion  of  the  inferior  vena 
cava  in  the  veins,  draining  directly  into  this  vessel.  Since  multi- 
plicity of  thrombi  is  the  rule,  thus  the  rational  of  ligating  both 
the  inferior  vena  cava  and  ovarian  vessels  to  prevent  lethal  em- 
bolic complications. 

In  one  case  in  which  gangrene  of  the  uterus  necessitated 
hysterectomy,  the  presence  of  suppurative  pelvic  trombophlebitis 
could  be  detected  histologically  in  the  uterine  sinuses,  uterine  veins 
and  ovarian  veins.  Grossly  thrombosis  is  accompanied  by  edem  i 
and  induration  progressing  to  suppuration  and  actual  areas  of  ne- 
crosis of  the  walls  of  the  veins.  When  the  involved  vein  is  opened 
thrombotic  material  is  friable  and  easily  detached.  Thick  purulent 
accumulation  with  small  particles  of  thrombolic  material  is  rare. 
More  often  the  material  is  sero-purulent.  Although  it  is  impos- 
sible to  follow  the  steps  in  the  development  of  thrombosis  micros- 
copically, it  would  seem  as  if  perivascular  inflammation,  possibly 
lymphatic  in  origin,  caused  the  phlebitis  with  endothelial  damage 
resulting  in  the  deposition  of  fibrin  and  the  formation  of  a 
thrombus  or  the  intima  is  damaged  as  a result  of  bacterial  invasion 
and  direct  extension  along  the  intima.  Following  intimal  damage, 
clotting  process  is  initiated.  Subsequent  bacterial  invasion  of  the 
clot  itself  produces  suppurative  thrombophlebitis  with  liquefaction, 
fragmentation  and  septic  embolism. 

Clinical  evidence  of  embolism  was  found  in  27  cases  of  the 
Tulane  series  with  X-ray  confirmation  in  24  of  these.  In  four 
of  the  27  cases,  the  septic  infarction  progressed  to  actual  abces- 
ses  necessitating  lobectomy  in  two  instances  and  lobotomy  in  one. 
In  two  cases  implantation  of  infected  emboli  on  the  cardiac  valves 
resulted  in  subacute  bacterial  endocarditis.  The  formation  of  me- 
tastatic abscesses  in  other  organs  was  an  important  cause  of  pro- 
tracted illness  in  three  additional  cases.  Cerebral  abscess  develop- 
ed in  one.  In  the  eight  patients  who  died  despite  the  operative 
procedure,  abscesses  were  found  in  the  lungs,  spleen,  liver,  kidney, 
brain  and  heart,  and  in  one  patient  a mycotic  aneurysm  was  found. 
In  no  case  was  massive  pulmonary  infarction  the  cause  of  sudden 
death.  Death  resulted  from  pyemia  and  septicemia.  Obviously 
surgical  therapy  was  applied  too  late. 

ETIOLOGY 

In  only  12  of  the  70  patients  there  was  presumptive  evidence 
of  thrombosis  in  the  veins  of  the  leg  as  revealed  by  swelling  and 
the  presence  of  tender,  thrombosed,  cord-like  veins  in  the  leg.  Al- 
though thrombosis  of  leg  veins  might  be  the  starting  point  of  pelvic 
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thrombosis,  it  is  believed  that  the  reverse  probably  occurs  more 
often,  that  is,  the  thrombi  spread  in  a retrograde  fashion  from  the 
veins  of  the  pelvis  to  those  of  the  legs. 

A positive  blood  culture  may  not  always  be  obtained  because 
most  cases  have  been  rendered  sterile  by  massive  preoperative 
antibiotic  therapy,  although  the  focus  of  infection  in  the  pelvis 
might  not  be  affected  favorably.  Ideally  the  blood  sample  should 
be  taken  during  a “temperature  spike’’  and  preferably  from  the 
arterial  side  rather  than  venous.  A temperature  spike  means  that 
embolism  of  the  infected  thrombus  is  occurring.  Although  the  im  - 
portance of  anaerobic  streptococcus  in  the  genesis  of  puerperal 
sepsis  has  been  stressed,  only  two  cases  of  the  Tulane  series  were 
due  to  this  organism.  Staph-aureus  and  albus  were  the  most  fre- 
quent offenders.  Blood  cultures  may  be  diagnostically  helpful  if 
positive,  but  they  are  of  no  value  when  negative  and,  of  course, 
they  are  of  no  aid  prognostically.  One  case  of  the  Tulane  group 
which  had  a negative  blood  culture  gave  a positive  result  when 
culturing  thrombosed  material  from  the  resected  ovarian  veins. 

With  regards  to  the  usual  mode  of  entry  of  the  infecting  or- 
ganism, full  term  delivery  either  vaginally  or  abdominal  precedes 
the  majority  of  cases  and  abortion,  especially  of  the  criminal  type, 
is  the  next  commonest  factor.  Pelvic  operation,  tubo-ovarian  abs- 
cesses and  trauma  produced  by  intra-uterine  radium  application 
also  are  active  in  the  genesis  of  this  disease.  In  short,  infection  of 
the  surfaces  of  the  genital  tract  from  vulva  to  tubal  ostium  with 
associated  trauma  is  the  common  denominator  in  all  cases. 

SYMPTOMATOLOGY 

Chills  and  fever  are  the  commonest  clinical  manifestations  of 
suppurative  pelvic  thrombophlebitis.  Usually  chills  result  from 
septic  emboli  but  this  can  not  always  be  proved  clinically.  The 
interval  between  the  onset  of  the  disease  and  the  appearance  of 
chills,  fever  or  both  is  not  constant.  In  some  patients  chills  are 
observed  as  early  as  the  first  post  partal  day  and  in  others  as 
late  as  three  weeks  following  delivery  or  abortion.  In  general, 
the  more  frequently  chills  occur,  the  more  extensive  and  severe 
the  phlebitic  process. 

Pyrexia  is  usually  pronounced.  The  course  of  the  temperature 
is  generally  of  the  “picket  fence”  variety  with  excursion  that  may 
range  from  normal  to  peaks  of  106^F.  These  episodes  of  hyper- 
pyrexia may  be  preceded  by  severe  rigors. 

The  pulse  rate  is  characteristically  rapid  and  of  a plateau 
type  despite  the  wide  excursions  of  the  temperature.  The  pulse 
rate  is  not  as  important  as  the  difference  between  the  previous 
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pulse  and  the  elevated  rate.  For  example,  a patient  with  post 
partal  sepsis  may  be  having  fever  spikes  to  103®F  daily  with  a 
concomitant  rise  in  pulse  rate  to  120  only  to  show  a return  to  a 
rate  of  82  when  the  temperature  drops  to  99^  or  100^  However, 
if  the  same  patient  continues  to  run  a septic  temperature  even 
though  it  might  be  only  moderately  elevated,  and  if  the  pulse  rate 
rises  to  100^  or  above  and  is  sustained  at  that  level  despite  drops 
in  temperature  then  the  possibility  of  suppurative  pelvic  thrombo- 
phlebitis must  be  considered.  A constant  elevated  pulse  rate  is 
as  significant  in  the  diagnosis  of  suppurative  pelvic  thrombo- 
phlebitis as  in  the  diagnosis  of  phlebothrombosis  or  thrombophle- 
bitis of  legs. 

Respiratory  Rate  — An  elevated  respiratory  rate  is  observed 
in  most  cases  and  does  not  necessarily  indicate  pulmonary  involve- 
ment. 

Pulmonary  Manifestations  — It  is  important  to  recognize  pul- 
monary signs  and  symptoms  not  only  because  infarction  should  be 
considered  an  indication  for  surgical  treatment,  but  also  because 
frequently  infarction  in  suppurative  pelvic  thrombophlebitis  pre- 
sents no  typical  signs,  symptoms  or  roentgenographic  pattern. 
Often  such  cases  are  misdiagnosed  as  primary  pulmonary  disease 
such  as  pneumonia,  pneumonitis,  patchy  atelectasis,  miliary  tuber- 
culosis, pleuresy  or  pulmonary  tuberculosis  or  pulmonary  abscess 
of  unknown  etiology.  It  is  especially  in  this  group  of  cases  that 
failure  to  recognize  the  true  primary  lesion  results  in  death  or 
unfortunate  sequelae.  The  classical  wedge  shaped  roentgeno- 
graphic pattern  is  seldom  seen  as  the  emboli  are  usually  small, 
multiple  and  infected.  The  fact  that  they  are  infected  and  small 
ofien  results  in  local  pneumonitis  that  may  be  demonstrated  in 
any  shape,  size  or  location  or  even  not  at  all  until  an  abscess  forms. 
Cn  the  other  hand  an  x ray  of  the  chest  may  sometimes  reveal 
an  area  of  infarction  without  other  clinical  manifestations.  It  should 
be  (he  policy  then  to  have  an  x ray  of  the  chest  made  in  all  septic 
cases  upon  admission  or  when  signs  of  sepsis  develop.  Pulmonary 
shadows  were  present  in  46^/  of  the  cases  of  the  Tulane  series. 
Thoracic  pain,  cough,  hemoptysis  or  any  combination  of  these  may 
occur.  Clinical  and  roentgenographic  correlation  is  present  in  90% 
of  the  cases.  Pleural  effusion  is  not  an  outstanding  sign.  Contrary 
to  popular  belief,  the  fluid  is  serous  rather  than  hemorrhagic. 

Pelvic  Examination  — vaginal  examination  may  reveal  a 
thrombosed,  tender  vein  or  veins  leading  from  an  infected  episio- 
tomy  wound  or  vaginal  or  cervical  laceration.  Not  infrequently, 
hard,  tender  cords  may  be  felt  in  the  base  of  the  broad  ligaments 
or  tender  wormlike  masses  may  be  palpated  in  the  fornices.  In 
the  majority  of  the  cases  palpable  parametritis  is  not  evident  and 
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the  uterus  is  freely  movable.  The  uterus  may  or  may  not  be 
enlarged  to  the  size  characteristic  of  the  post  partum  date  on  which 
the  examination  is  performed.  Only  infrequently  are  an  enlarged 
tender  ovary,  ovarian  abscess  or  cul  de  sac  abscess  encountered. 
In  other  words,  the  pelvis  is  usually  negative  to  palpation  except 
for  the  possible  presence  of  tender  thrombosed  veins.  The  latter 
are  usually  not  present  if  the  thrombotic  process  has  not  extended 
past  the  myometrial  veins  or  is  most  severe  in  the  ovarian  veins. 
Vigorous  pelvic  examination  is  usually  followed  by  a pronouncea 
rise  in  temperature.  Therefore,  if  no  palpable  evidence  of  throm- 
bosis is  found,  the  pelvis  should  be  vigorously  massaged  and  the 
subsequent  temperature  chart  observed.  A pronounced  rise  in 
temperature  within  twenty  four  hours  of  this  manouver  usually 
incriminates  the  pelvic  organs  or  vessels  and  conversely  failure 
of  the  temperature  to  rise  usually  eliminates  the  pelvic  organs 
and  veins  as  contributing  to  the  patient’s  illness.  Cases  have  been 
observed  at  autopsy  wherein  only  the  venous  sinuses  of  the  uterus 
are  involved  in  the  suppurative  process  and,  therefore,  extensive 
suppuration  can  exist  and  serve  as  a focus  for  septic  emboli  and 
not  be  palpable  either  vaginally  or  intraabdominally. 

DIAGNOSIS 

The  diagnosis  of  suppurative  pelvic  thrombophlebitis  or  puer- 
peral pyemia  is  often  difficult  to  make  because  of  the  protean 
nature  of  the  disease.  Some  patients  recover  following  medical 
treatment,  whereas  in  others  the  disease  progresses  unrecognized 
to  complicated  pathologic  problems  of  the  pelvis  and  other  organs 
with  resultant  chronic  invalidism  and  death.  History  taking  is  of 
primary  importance  particularly  in  cases  of  induced  abortion, 
where  the  patient  is  reluctant  to  admit  pregnancy,  and  much  less 
interference.  Careful  questioning  may  in  many  cases  link  an  acute 
or  chronic  sepsis  to  a previous  pregnancy  of  recent  or  remote  oc- 
currence. One  should  remember  that  suppurative  pelvic  thrombo- 
phlebitis can  follow  normal  or  operative  obstetrics.  Occasionally 
it  may  develop  as  a complication  of  pelvic  or  perirectal  abscess 
or  following  intra-uterine  application  of  radium.  Trauma,  ane- 
mia, toxemia,  prolonged  labor  and  hemorrhage  are  all  predisposing 
factors.  Usually  in  acute  cases  signs  of  sepsis  develop  any  time 
from  one  day  to  six  weeks  following  termination  of  pregnancy. 
Frequently  the  patient  with  chills  and  fever  is  admitted  to  some 
hospital  service  other  than  gynecology  or  obstetrics  and  long  and 
even  fatal  delay  may  result  before  the  true  nature  of  the  disease 
is  recognized.  One  must  be  constantly  aware  that  fever,  chills  or 
both,  might  be  the  result  of  suppuration  in  the  vessels.  The  fact 
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that  a palpable  abscess  oí  the  cul  de  sac,  tube  or  ovary  is  not 
present  does  not  mean  that  a pelvic  condition  is  not  the  cause 
of  the  septic  symptoms.  Severe  suppurative  pelvic  thrombophle- 
bitis can  exist  without  any  palpatory  signs.  Sickle  cell  crisis  in 
the  pregnant  or  puerperal  negro,  has  presented  a diagnostic  prob- 
lem. The  clinical  picture  is  one  of  severe  sepsis.  Any  negro  v/oman 
having  chills,  fever  or  both,  should  have  a hematological  survey  to 
rule  out  sickle  cell  cases.  Lupus  erythematosus,  complicated  by  or 
following  pregnancy  can  present  the  same  features.  Other  infectious 
diseases,  such  as  malaria,  typhoid  fever,  pulmonary  tuberculosis, 
meningitis,  acute  infectious  diseases  and  pyelonephritis  are  readily 
differentiated. 


TREATMENT 


Ligation  of  the  venous  return  from  the  uterus,  that  is,  the 
vena  cava  and  both  sets  of  ovarian  veins  should  be  done  in  cases 
refractory  to  medical  regimen.  There  will  be  many  cases  in  which 
sulfonamides  and  antibiotics  will  fail  to  control  the  septic  prin- 
cess, either  because  the  infecting  organism  has  become  resistant 
to  the  chemotherapeutic  agent  or  the  patient’s  toxic  condition  and 
poor  vitality  does  not  allow  an  effective  antibody  defense  mecha- 
nism or  because  the  therapeutic  agent  can  not  reach  the  far  re- 
cesses or  a pelvic  infection  due  to  poor  blood  supply.  With  wide- 
spread use  of  antibiotics  more  resistant  cases  will  appear  as  time 
goes  on.  An  important  adjunct  to  medical  treatment  is  the  use 
of  daily  small  transfusions  for  4-5  days.  Many  cases  have  respond- 
ed to  this  treatment  alone,  when  antibiotics  have  failed  and  even 
after  ligation  frequent  blood  transfusions  become  necessary  be- 
cause we  still  have  septic  focus  to  contend  with.  Blood,  of  course, 
acts  like  in  any  other  septic  state,  by  increasing  the  natural  de- 
fenses of  the  organism. 

The  indications  for  ligation  are  the  following:  1)  any  patient 
having  post-abortal  or  post  partal  sepsis  who  fails  to  respond  to 
m.edical  regimen  in  four  or  five  days,  2)  any  patient  with  post 
aboiNal  or  post  partal  sepsis  in  whom  a pulmonary  infarct  devel- 
ops while  being  treated  conservatively,  or  3)  any  patient  admitted 
with  post  partal  sepsis  and  infarction. 

Ligation  of  the  vena  cava  and  ovarian  veins  may  be  perform- 
ed through  an  extraperitoneal  or  transperitoneal  approach.  In 
patients  who  have  previously  had  a hysterectomy  the  continuity 
of  the  ovarian  vessels  with  the  uterus  has  already  been  inter- 
rupted so  that  in  such  cases  the  extraperitoneal  approach  to  the 
vena  cava  may  be  employed.  However,  in  post  partal  or  post 
abortal  sepsis  or  suppurative  pelvic  thrombophlebitis  arising  as  a 
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result  of  a pelvic  abcess  or  intra  uterine  application  of  radium,  the 
transabdominal  approach  is  necessary  for  two  reasons.  First,  it  is 
easier  in  this  manner  to  ligate  the  venous  channels  from  the  uterus, 
that  is,  the  vena  cava  and  both  ovarian  vessels  and,  second,  not 
infrequently  the  phlebitic  process  is  extremely  severe  in  the  ovari- 
an vessels  and  can  extend  as  high  as  the  left  renal  vein  and  just 
below  the  entrance  of  the  right  ovarian  vein  and  to  the  vena  cava. 

ANESTHESIA 

Spinal  anesthesia  is  preferable  for  the  transabdominal  ap- 
proach. Many  of  these  patients  have  associated  pulmonary  patho- 
logy and  better  oxygenation  is  achieved  than  with  general  or  in- 
travenous anesthesia.  Furthermore,  spinal  anesthesia  allows  for 
dilatation  of  the  blood  vessels  in  the  extremities,  which  are  in 
spasm  if  the  thrombosis  involves  any  of  the  major  veins  of  the 
extremities  or  pelvis.  Usually  internists  and  anesthetists  are  re- 
luctant to  use  spinal  because  the  patients  are  so  ill. 

A paramedian  rectus  retracting  incision  is  used  extending 
from  symphysis  pubis  to  about  5 cm.  above  and  to  the  right  of 
the  umbilicus.  The  vascular  channels  of  the  pelvis  and  the  ovarian 
veins  are  palpated  and  the  location  of  thrombotic  areas  identified. 
If  thrombotic  veins  are  not  found  it  is  still  necessary  to  carry  the 
procedure  as  planned  since  it  is  not  always  possible  to  palpate  the 
course  of  all  the  veins  deep  in  the  pelvis  or  the  sm.all  thrombi 
frequently  found  in  the  microscopic  section  of  the  walls  of  the 
uterus,  panpiniform  plexus  or  ovaries.  The  cecum  and  ascending 
colon  are  retracted  medially  and  a longitudenal  incision  made  into 
the  posterior  peritoneum  along  the  line  of  fusion  of  the  visceral 
and  parietal  peritoneum.  The  cecum  and  ascending  colon  are  then 
mobilized  to  the  midline  and  the  retro-peritoneal  area  exposed. 
The  right  ovarian  vessels  and  ureter  are  identified  running  side 
by  side  and  the  ureter  separated  and  ovarian  vein  ligated  with 
quilting  cotton.  Following  ligation  of  the  right  ovarian  vein  the 
retro-peritoneal  space  is  further  exposed  over  the  anterior  sur- 
face of  the  psoas  major  muscle  until  the  vena  cava  is  identified  a^ 
one  does  in  doing  a lumbar  sympathectomy.  The  inferior  vena 
cava  is  found  by  the  junction  of  the  common  iliac  veins  at  a level 
corresponding  to  the  intervertebral  disc  between  the  third  and 
fourth  lumbar  vertebrae.  Sometimes  the  vena  cava  can  not  be 
identified  easily  because  of  pericaval  cellulitis  and  then  identifi- 
cation can  be  assured  by  tracing  the  common  iliac  veins  to  thei^; 
T^oint  of  junction.  By  means  of  suction  tip  and  dissector,  the  in- 
ferior vena  cava  is  gently  freed  from  the  surrounding  tissue. 
Frequently  large  lymph  nodes  can  be  seen  immediately  anterior  to 
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inferior  vena  cava  and  in  freeing  these  some  bleeding  may  resuil 
from  the  blood  vessels  of  the  lymph  nodes.  This  can  easily  be 
controlled  by  pressure  and  clamping.  Should  one  of  the  lumbar 
veins  be  torn  during  the  dissection,  immediate  pressure  over  the 
area  will  control  the  bleeding  until  a hemostat  can  be  applied 
to  the  vessel.  If  torn,  the  lumbar  vein  should  be  ligated  with 
quilting  cotton- #40  or  occluded  by  a small  silver  clip.  Once  the 
inferior  vena  cava  has  been  isolated  from  the  surrounding  tissue 
and  aorta  medially  for  a distance  of  2-3  cm.  a ligature  of  crochet 
cotton  #10  or  20  or  silk  #1  or  fine  umbilical  tape  is  passed  around 
it  by  means  of  a ligature  carrier  or  aneurysm  needle.  Another 
ligature  of  same  material  is  applied  about  1 cm.  proximal  or  distal 
to  the  first  and  both  are  tied.  The  site  of  ligation  may  be  any- 
where between  the  formation  of  the  vena  cava  and  the  lower  level 
of  the  right  renal  vein,  depending  upon  the  extent  of  thrombus 
formation  in  the  inferior  vena  cava.  It  is  not  necessary  to  divide 
the  vena  cava.  Should  a thrombus  be  found  extending  proximal 
to  the  junction  of  the  left  renal  vein  and  the  cava,  the  cava  shoula 
be  incised,  the  thrombus  removed  by  suction  and  the  inferior  vena 
cava  ligated  just  distal  to  the  confluence  of  the  right  renal  vein 
and  cava.  The  right  lumbar  sympathetic  chain  is  then  identified 
and  resected.  This  is  done  in  order  to  insure  maximal  vasodilatation 
particularly  if  there  is  any  iliofemoral  thrombophlebitis  with  ac- 
companying vasospasm,  and  to  relieve  the  vasospasm  incident  to 
the  ligation  itself.  The  left  ovarian  vessels  are  then  identified  in 
the  infimdibulo  pelvic  ligament  and  ligated.  Should  the  thrombus 
extend  above  the  infundibulo-pelvic  ligament  the  descending  colon 
is  mobilized  medially  and  the  ligature  is  placed  above  the  thrombus. 
In  some  cases  the  thrombus  may  extend  to  the  left  renal  vein.  If  the 
descending  colon  has  to  be  mobilized  because  of  the  extent  of  the 
Ihrom.bus,  the  left  lumbar  sympathetic  chain  is  identified  and  re- 
sected. If  only  one  chain  is  resected  daily  lumbar  sympathetic 
novocain  blocks  are  done  on  the  uninterrupted  side  for  4-5  days. 

EXTRAPERITONEAL  APPROACH 

An  extraperitoneal  approach  is  used  in  those  patients  in  whom 
1he  thrombotic  process  originated  in  the  veins  of  the  leg  or  in  those 
with  thrombosis  of  the  pelvic  veins  in  whom  the  ovarian  channels 
have  already  been  interrupted  after  hysterectomy.  A curved  Le- 
riche  incision  is  m.ade  with  the  convexity  laterally  on  the  right 
side  of  the  abdomen,  lateral  to  the  right  rectus  muscle  mass. 
The  incis’on  is  carried  down  through  the  external  oblique  fascia 
and  m.uscle  in  the  same  plane  as  the  cutaneous  incision.  The  in- 
ternal oblique  and  transversus  abdominis  muscles  are  then  splii 
in  the  direction  of  their  fibres.  The  Leriche  curved  incision  al- 
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lows  for  a much  wider  retraction  of  the  deeper  transverse  muscle 
splitting  incision  and  thus  gives  a much  wider  exposure  of  the 
retroperitoneal  space  than  a simple  transverse  incision.  The  retro- 
peritoneal tissues  and  transversalis  fascia  and  peritoneum  are  then 
swept  medially  by  blunt  dissection  along  the  curve  of  the  internal 
surface  of  the  transversas  abdominis  muscle  until  the  edge  of  the 
psoas  muscle  is  reached.  From  here  on,  the  technique  is  the  same 
as  for  the  transperitoneal  approach. 

SYMPATHECTOMY 

The  lumbar  sympathetic  chain  on  the  right  side  is  identified 
usually  lying  on  the  antero-lateral  aspects  of  the  vertebral  bodies 
between  the  medial  border  of  the  psoas  muscle  and  the  vena  cava. 
At  times  the  psoas  muscle  may  have  to  be  retracted  laterally  in 
order  to  identify  the  chain,  as  it  sometimes  lies  beneath  this 
muscle,  and  at  other  times  it  may  be  beneath  the  vena  cava.  Vari 
ations  in  positions,  size  and  shape  of  the  chain  are  common.  This 
makes  careful  exploration  of  the  anterior  surfaces  of  the  verte- 
brae mandatory  so  as  not  to  miss  aberrant  fibres  or  possibly  one 
half  of  a double  chain.  Inspection  alone  may  be  misleading  and 
search  for  the  chain  may  seem  fruitless;  in  such  cases  palpation 
may  sometimes  reveal  the  chain.  The  most  common  ganglion  ac- 
cording to  Cowley  and  Yeager  occurs  on  the  second  lumbar  ver- 
tebra, usually  at  its  lower  one  third.  The  upper  first  and  second 
ganglions  are  most  easily  identifiable  since  the  chain  is  usually 
larger  in  its  upper  portion.  The  occasional  communicating  branch- 
es to  the  opposite  lumbar  chain  must  also,  of  course,  be  identified 
and  removed.  The  chain  must  not  be  confused  with  the  genito 
femoral  nerve  lying  on  the  anterior  surface  of  the  psoas  muscle 
and  unlike  the  chain,  descending  in  a lateral  direction. 

The  chain  is  elevated  on  nerve  hooks  and  extirpated  by  avulsi- 
on above  the  first  lumbar  ganglion.  Avulsion  above  the  first 
ganglion  always  rises  the  question  of  sterility  in  male  patients 
by  interfering  with  ejaculation.  However,  this  complication  oc- 
curs rarely  and  if  it  does,  it  is  usually  transitory,  and  higher 
avulsion  of  the  chain  provides  better  denervation  of  the  leg. 

The  retroperitoneal  tissues  may  then  be  allowed  to  fall  back 
into  place  after  all  bleeding  has  been  controlled.  Small  aberrant 
and  inconstant  lumbar  veins  may  be  torn  in  removing  the  sym- 
pathetic chain.  This  makes  identification  of  the  chain  more  dif- 
ficult but  such  bleeding  is  always  easily  controlled  with  pressur^^ 
or  small  bits  of  Gelfoam.  Individual  ligation  of  these  vessels  is 
impossible  because  they  are  so  short.  The  incision  is  closed  in 
layers  with  interrupted  quilting  cotton  sutures  in  all  fascial  planes 
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overlying  the  muscles  and  #80  cotton  sutures  in  subcutaneous 
fascia  and  skin.  If  the  patient  condition  permits,  a lumbar  sym^ 
pathectomy  should  be  done  on  the  left  side  through  an  identical 
approach  in  the  left  flank. 


RESULTS 

The  venous  channels  involved  in  the  flow  of  blood  from  the 
lower  extremities  following  ligation  of  the  inferior  vena  cava  have 
been  repeatedly  investigated.  Robinson  reported  a study  of  the 
problem  by  injecting  neoprene  into  stillborn  infants  after  ligating 
the  inferior  vena  cava  and  ovarian  vessels.  All  studies  show  that 
the  vertebral,  lumbar,  axygos  and  portal  systems  are  the  most 
important  collateral  routes  and  that  the  hemorrhoidal  plexus  and 
superficial  veins  of  the  trunk  are  the  least  important.  This  ob- 
servation has  been  substantiated  by  infrared  photographic  studies 
of  the  abdomen  and  legs  in  patients  who  have  had  ligation  of  the 
vena  cava  and  ovarian  vessels.  Varicosities  of  the  abdominal  wall, 
flank,  thigh  or  legs  do  not  develop  following  ligation.  Pelvic 
operations  have  been  performed  on  these  cases  from  two  months 
to  six  months  following  ligation  and  no  increase  in  capillary  bleed- 
ing has  been  encountered  in  the  abdominal  wall.  The  inferior  epi- 
gastric vessels  are  found  to  be  of  normal  caliber  and  there  is  no  in- 
crease in  size  of  the  properitoneai  vessels.  The  retroperitoneal 
vessels  are  not  engorged  or  dilated.  This  is  further  proof  that  the 
vertebral  and  lumbar  veins  are  the  main  collaterals.  Hemorrhoids 
have  not  developed  in  any  case  and  the  liver  has  not  been  enlarged 
or  atrophic. 

The  immediate  reaction  of  the  lower  extremities  is  variable. 
In  some  cases  no  change  whatsoever  is  noted.  In  others,  mild 
edema  appears  within  two  to  ten  days,  persists  for  a few  weeks 
and  gradually  disappears  entirely.  In  a few  instances  the  edema 
may  involve  the  entire  leg  and  thigh.  This  is  especially  true  if 
swelling  existed  prior  to  ligation.  In  all  cases  no  matter  how  much 
edema  is  present  in  the  immediate  post  operative  period  it  tends 
to  subside  with  time.  In  Tulane  series,  48  patients  did  not  develop 
edema  at  any  time  and  none  of  the  patients  who  developed  edema 
have  been  incapacitated  in  any  manner.  Retrograde  thrombi  oc- 
casionally may  develop  but  these  respond  readily  to  lumbar  sym- 
pathetic block.  It  is  believed  that  sympathectomy  is  a valuable 
adjunct  in  relieving  the  arterial  and  venous  spasm  occasioned 
by  ligation  of  a large  venous  trunk  and  the  absence  of  any  severe 
post  operative  complication  in  the  legs  is  partly  due  to  this  pre- 
cautionary method. 

Phlegmasia  cerúlea  dolens  did  not  develop  in  any  case  of  the 
Tulane  series  as  reported  by  Veal. 
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The  vascular  status  of  an  unselected  group  of  patients  was 
evaluated  and  it  was  ascertained  that  circulation  time  from  foot 
to  heart  measured  by  means  of  a radioactive  isotope  was  variable 
but  within  normal  limits.  Venous  pressure  determinations  on  the 
veins  of  the  lower  extremities  varied  from  low  normal  values  of 
120  mm  of  pressure  to  exceedingly  high  values  (over  500  mm 
of  water).  With  time  there  is  a decline  in  pressures  towards  nor- 
mal and  in  a number  of  instances  to  within  normal  limits. 

As  stated  previously  edema  of  the  extremities  is  usually 
present  immediately  after  operation  but  it  does  not  always  occur 
nor  is  the  degree  of  edema  related  to  venous  pressures.  In  some 
cases  edema  is  pronounced  with  moderate  or  relatively  low  pres- 
sures, in  others  with  high  pressures  there  is  no  edema.  In  still 
others,  the  edema  which  is  present  initially  regresses  or  disap- 
pears without  a change  in  venous  pressure.  Plethysmographic 
studies  of  the  toes  indicate  that  pulsations  are  within  normal 
limits,  though  somev/hat  reduced  and  that  on  limbs  to  which  the 
sympathetic  chain  has  been  interrupted  the  pulse  deflections  arc- 
increased.  De-Camp  and  co-workers  have  observed  persistent  am^- 
bulatory  venous  hypertension  in  the  legs  of  some  patients  studied 
post  operatively  again  in  the  absence  of  significant  clinical  symp- 
toms other  than  mild  ankle  edema.  These  observations  though 
not  clearly  defining  all  circulatory  adjustments,  do  indicate  that 
there  is  adequate  compensation  for  vena  cava  ligation. 

CASE  PRESENTATION 

The  following  case  we  believe  fully  fulfilled  the  requirements 
for  vena  cava  and  ovarian  vessel  ligation.  As  it  often  happens 
in  these  cases,  surgical  therapy  was  postponed  beyond  the  period 
that  was  safe  for  the  patient. 

M.S.T.  (PH  4258)  — a 30  year  old  white  woman,  grav.  V para 
II,  was  admitted  at  full  term  pregnancy  on  12-10-51  with  spon- 
taneous premature  rupture  of  fetal  membranes  of  one  hour  dura- 
tion. Uterine  contractions  were  recorded  as  “mild  and  irregular.” 
The  patient  was  not  in  active  labor  and  the  cervix  was  not  dilated. 
Pitocin  induction  was  started,  but  4 inductions  were  unsuccesful. 
The  patient  became  quite  nervous  and  worried,  since  her  first  labor, 
1947,  was  of  the  same  character  and  had  resulted  in  the  delivery 
of  a baby  with  permanent  cerebral  damage.  It  was  therefore 
decided  to  terminate  the  labor  with  a low  cervical  cesarean 
section,  which  was  performed  after  the  membranes  had  been  rup- 
tured for  38  hours  with  only  several  hours  of  poor  desultory  labor 
in  spite  of  repeated  pitocin  inductions. 

The  obstetrician  favored  section  not  only  because  of  primary 
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uterine  inertia,  but  also  because  her  fears  concerning  a possible 
similar  misfortune. 

A total  of  three  rectal  examinations  were  done.  Her  tempe- 
rature on  admission  and  throughout  the  next  day  was  99^,  but  on 
the  night  of  the  operative  day  it  rose  to  102^  and  103°.  She  was 
placed  on  penicillin  immediately  post  operatively  and  the  tempera- 
ture gradually  leveled  off  but  continued  to  spike  almost  daily  to 
around  100^  for  the  next  12  days  at  which  time  the  spikes  became 
higher  and  more  “picket  fence”  in  character. 

During  this  period  of  septic  temperature  we  were  able  to 
observe  the  lack  of  parallelism  between  temperature  and  pulse 
rate  in  that  deflections  of  the  fever  curve  to  normal  were  not  ac- 
companied by  a similar  effect  on  the  pulse  rate,  so  that  a normal 
or  low  grade  temperature  was  many  times  associated  with  a high 
and  fairly  sustained  pulse  rate  between  110  to  120.  This  lack  of 
correlation  between  the  temperature  and  the  pulse  rate  which 
as  stated  before  is  indicative  of  thrombosis,  was  observed  as  early 
as  the  2nd  or  3rd  post  operative  day  and  throughout  the  septic 
course. 

On  the  6th  post  operative  day  with  a normal  temperature,  but 
a pulse  rise  to  110,  the  patient  became  very  nervous  and  appre- 
hensive and  complained  from  slurred  speech  and  weakness  and 
numbness  of  the  right  arm.  These  symptoms  progressed  and  next 
day  she  developed  focal  seizures  involving  the  right  arm  and  right 
side  of  the  face.  After  several  episodes,  focal  in  nature,  the  sei- 
zures became  generalized.  The  neurosurgeon  saw  the  patient  and 
found  1)  marked  flaccid  weakness  right  arm  with  arreflexia,  2) 
slight  weakness  of  the  right  leg  and  of  the  right  side  of  the  face 
(lower  fascial  muscles),  3)  marked  diminution  of  painful  and 
tactile  sensibility  of  the  right  side  of  the  body  more  pronounced 
on  right  arm,  4)  slurred  speech.  There  were  no  pathological  re- 
flexes noticed.  Neurological  impression  at  the  time  was  that  of 
embolism  or  thrombosis  to  branches  of  left  middle  cerebral  artery. 
So  far  there  had  been  nothing  objectively  to  suggest  peripheral 
thrombosis  and  generally  the  patient  seemed  to  be  improving  from 
what  so  far  appeared  to  be  an  ordinary  case  of  post  partal  mor 
bidity. 

The  cardiologist  saw  the  patient  on  consultation  and  found 
no  signs  indicative  of  interventricular  or  interauricular  septal 
defect  that  could  explain  cerebral  embolization  from  a subclinical 
or  unrecognized  focus  giving  rise  to  a paradoxical  embolus.  It 
might  be  postulated  that  a cerebral  embolus  occurred  through  the 
vertebral  veins,  since  as  yet  there  were  no  clinical  signs  of  pul- 
monary pathology  which  secondarily  may  give  rise  to  a cerebral 
embolus.  The  neurological  picture  gradually  subsided  over  a period 
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of  6-7  days  during  which  the  main  complaint  was  right  side  weak- 
ness. The  only  specific  therapy  was  sedation  and  epamin.  During 
this  same  period  she  ran  a low  grade  fever  with  just  a daily  spike 
to  about  100^.  The  pulse,  however,  remained  high  from  100-120, 
and  sustained  for  varying  intervals. 

Along  this  time,  on  the  14th.  post  cesarean  day,  the  first 
symptom  of  peripheral  thrombosis  appeared.  The  patient  developed 
right  calf  and  right  inguinal  tenderness  and  the  right  leg  by  meas- 
urements was  larger  than  left  leg.  On  that  day  the  pulse  was 
sustained  throughout  the  day  at  100  while  the  temperature  was 
either  normal  or  99®.  The  diagnosis  of  phlebothrombosis  was  made 
by  the  medical  department.  Two  days  later  the  diagnosis  was 
changed  to  thrombophlebitis,  when  the  right  leg  appeared  extreme- 
ly hot  to  palpation  and  the  edema  and  iliofemoral  tenderness  had 
increased.  The  temperature  had  then  shot  up  to  101®,  the  highest 
it  had  been  in  the  last  12  days.  The  pulse  was  then  120.  A primary 
ilio  femoral  thrombophlebitis  was  considered  without  any  thought 
as  yet  of  a possible  pelvic  focus  with  extension  into  the  leg.  Sym- 
pathetic novocain  blocks  were  done  daily  for  three  days  and  gra- 
dually the  symptoms  and  signs  of  thrombophlebitis  disappeared. 
A daily  spike  of  fever,  which  during  the  period  of  thrombophlebitis 
had  reached  levels  of  101  to  103,  continued  for  the  rest  of  her  pre- 
operative days  (2)  but  it  never  went  higher  than  101®. 

Because  the  right  leg  was  entirely  negative  by  now  (no 
Homan’s  sign,  no  calf  or  femoral  tenderness  or  edema)  a suppura- 
tive pelvic  thrombophlebitis  was  then  seriously  considered,  to  ex- 
plain the  persistent  daily  fever  spike.  To  substantiate  this  the 
patient  was  discovered  to  have  a foul  smelling  purulent  lochia 
and  on  abdominal  examination  there  was  tenderness  over  R.L.Q. 
and  right  suprabubic  area. 

On  12-30-51,  twenty  days  after  admission,  and  18  days  fol- 
lowing cesarean  section,  that  is,  the  same  day  that  the  first 
suspicion  of  a pelvic  septic  process  came  up,  the  patient  complained 
from  left  sided,  indefinite  non  localized,  chest  pain,  particularly 
severe  on  deep  breathing.  She  then  stated  that  this  had  come  on 
gradually  during  the  last  four  days.  An  x ray  of  the  chest  taken 
early  next  morning,  revealed  “an  area  of  radiopacity  at  the  left 
base  with  elevation  of  the  left  diaphragm,  which  may  be  due  to 
bronchopneumonia.  Pulmonary  infarct  can  not  be  ruled  out’’.  An 
electrocardiogram  showed  sino-auricular  tachycardia.  Review  of 
the  fever  curve  then  showed  that  during  the  previous  three  days 
she  had  had  a daily  fever  spike  from  101  to  103.  This  three  day 
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period  coincided  with  that  of  active  symptomatic  thrombophlebitis. 
There  had  been  no  chills  associated  with  these  spikes,  but  patient 
would  perspire  profusely. 

As  would  be  expected  after  so  many  days  of  sepsis,  the  patient 
was  markedly  runned  down  and  looked  seriously  ill.  The  red  ceil 
could  by  this  time  had  come  down  to  2.5  mill,  with  529^  hemo- 
globin. It  was  decided  to  prepare  the  patient  with  blood  trans- 
fusions prior  to  vena  cava  ligation.  On  1-2-52  patient  developed 
calf  tenderness  of  the  other  extremity  and  it  was  obvious  that 
thrombosis  was  beginning  in  that  leg  too.  Next  day  the  pleuritic 
pain  on  deep  breathing  became  intolerable  and  a friction  rub  ap- 
peared over  the  left  lung  base  posteriorly.  She  complained  mostly 
from  left  upper  chest  and  shoulder  pain  which  was  referred  also 
to  the  left  supra  clavicular  region  and  neck.  This  was  interpreted 
as  referred  pain  from  left  diaphragmatic  pleural  irritation.  Breath- 
ing became  so  painful  that  the  patient  was  not  able  to  finish  a nor- 
mal inspiratory  phase  of  respiration.  Next  day  having  received 
1000  cc.  of  blood  preoperatively,  the  vena  cava  and  right  ovarian 
vein  were  ligated,  transperitoneally.  The  right  common  iliac  and 
external  iliac  veins  could  be  felt  thickened  and  cord-like.  Spinal 
anesthesia  supplemented  by  general  was  used.  The  left  ovarian 
vein  was  not  ligated  in  this  case  because  the  patient  went  into 
cardiac  arrest  towards  the  end  and  almost  died  on  the  table.  Heart 
rhythm  returned  after  12  minute  of  deep  cyanosis  and  cardiac 
massage  through  the  diaphragm.  There  was  no  clear  insight  as  to 
what  had  caused  the  cardiac  arrest  unless  possibly  another  em- 
bolism at  the  operating  table.  X rays  of  the  chest  done  four  and 
six  days  postoperatively  did  show  the  new  finding  of  an  area  of 
consolidation  of  the  opposite  lung  field  involving  the  middle  and 
lower  lobes.  On  the  first  post  operative  day  the  patient  developed 
a gallop  rhythm  and  was  rapidly  digitalized,  although  there  were 
no  signs  of  heart  failure. 

Following  ligation  the  patient  continued  to  run  a septic  tempe- 
rature for  another  9 days  and  then  it  gradually  came  down  by 
lysis.  She  received  six  more  blood  transfusions  post  operatively 
besides  l,000cc  given  in  operating  room.  This  amount  of  blood  was 
considered  necessary  in  order  to  fight  the  pelvic  septic  proces'^ 
which  now  had  extended  to  both  lungs.  During  the  post  operative 
period  the  pulse  showed  the  same  tendency  to  plateau  formation 
at  levels  higher  than  one  would  expect  for  the  corresponding 
temperature.  We  might  surmise  that  this  might  have  been 
due  to  the  recent  extending  thrombosis  of  left  leg,  which  as 
time  went  on  also  involved  the  femoral  vessels  at  Scarpas  triangle. 
This  leg  recovered  without  sympathetic  blocks  and  never  showed 
more  than  1-j-  edema  of  the  pre-tibial  region. 
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We  think  it  is  worthwhile  mentioning  that  the  patient  received 
in  all,  11  million  units  of  penicillin,  14  grams  of  streptomycin  and 
Chloromycetin  for  18  days  and  gantrisin  for  six  days,  without  any 
effect  on  the  septic  process.  Her  highest  white  count  was  15,900 
with  89  polys  two  days  post  operatively,  after  having  received 
2,500  cc  of  blood.  Prior  to  blood  transfusions,  her  leukocytic  re- 
sponse was  never  higher  than  10,000  with  the  differential  around 
73-78^.  We  believe  that  blood  transfusions  played  a very  im- 
portant role  in  the  recovery  of  this  patient.  No  blood  cultures 
were  done  on  this  case.  Anticoagulants  were  not  used. 

The  patient  was  discharged  with  minimal  pre-tibial  edema  of 
both  legs.  At  present,  10  months  post  operatively,  there  is  no  ede- 
ma of  lower  extremities  whatsoever,  no  varicosities  of  legs  or  ab- 
domen and  the  patient  is  not  incapacitated  in  any  manner. 

CONCLUSIONS 

Suppurative  pelvic  thrombophlebitis  is  a distinct  entity  re- 
sulting from  pelvic  sepsis  affecting  the  pelvic  veins.  The  result- 
ing purulent  clots  tend  to  break  in  showers  as  small  infected 
emboli.  This  can  occur  even  though  massive  antibiotic  and  anti- 
coagulant therapy  is  administered  and  the  result  is  development 
of  metastatic  abscess.  Death  is  nearly  always  due  to  maintenance 
of  a septicemic  state  by  the  original  focus,  secondary  abscesses 
or  both. 

Prevention  of  embolism  and  limitation  of  the  spread  of  sup- 
purative pelvic  thrombophlebitis  should  permit  the  patient  to  re- 
cover by  confining  the  infection  to  the  pelvis.  This  can  be  ac- 
complished by  ligation  of  the  inferior  vena  cava  and  ovarian  veins 
which  should  be  done  early  enough  to  prevent  serious  complica- 
tions. Regarding  the  etiologic  agent  it  is  believed  that  infection 
of  the  wall  of  the  vein  causes  deposition  of  fibrin  on  the  infected 
intimal  surface  with  the  development  of  a thrombus,  which  later 
tends  to  liquify  in  the  presence  of  bacterial  invasion  resulting  in 
an  acute  inflammatory  reaction  with  local  necrosis.  The  initial  in- 
f'ammatory  involvement  of  the  wall  of  the  vein  may  result  either 
from  infection  of  the  surrounding  perivascular  tissue  or  from  ex- 
tension along  the  length  of  the  vein  from  a more  distant  location. 
Whatever  the  mechanism,  intimal  damage  precedes  the  clotting. 
Thrombi  while  in  the  process  of  formation  or  when  completely 
formed  are  infected.  This  infection  is  manifested  pathologically 
by  lesions  varying  from  mild  polymorphonuclear  infiltration  to 
frank  pus.  Suppurative  pelvic  thrombophlebitis  is  a condition  not 
to  be  confused  with  phlebothrombosis  or  thrombophlebitis  of  the 
veins  of  the  leg.  In  phlebothrombosis  of  the  veins  of  the  leg  there 
is  a bland  clot  with  danger  of  fatal  pulmonary  embolus.  In  thrombo- 
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phlebitis  of  the  veins  of  the  legs  (phlegmasia  albadolens),  an  ad- 
herent, infected,  but  not  often  suppurative  clot  is  present.  Minor 
aseptic  pulmonary  infarction  occurs  infrequently  and  lethal  pul- 
monary embolism  rarely.  In  suppurative  pelvic  thrombophlebitis 
infection  most  frequently  precedes  the  clotting  process  with  later 
suppurative  and  fragmentary  tendencies,  death  resulting  from 
multiple  embolic  abscesses  or  septicemia. 

The  diagnosis  is  often  difficult  to  make.  The  triad  of  symptoms: 
chills,  fever  and  increased  pulse  rate  in  any  puerperal  woman 
demands  inclusion  of  suppurative  pelvic  thrombophlebitis  in  the 
differential  diagnosis.  The  presence  or  absence  of  signs  and  symp- 
toms of  thrombosis  of  the  veins  of  the  leg  does  not  rule  (-ut  sup- 
purative pelvic  thrombophlebitis.  Ligation  of  the  venous  return 
from  the  uterus  is  indicated  in  cases  of  suppurative  thrombophle- 
bitis, that  prove  refractory  to  medical  regimen.  Frequent  blood 
transfusions  to  combat  sepsis  without  too  much  reliance  on  anti- 
biotics is  a requisite  of  adequate  conservative  medical  regimen. 
The  patients  are  not  incapacitated  by  vena  cava  and  ovarian 
veins  ligation  and  adequate  compensation  for  venous  return  take^. 
place. 
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REPORT  OF  TWO  CASES  OF  THE  IDIOPATHIC  TYPE 
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Porphyria  is  considered  to  be  one  of  the  “inborn  errors  of 
metabolism,”  which  is  rare  in  occurrence  (just  over  250  cases  of 
the  acute  type  having  been  reported  up  till  1939)^  and  whose 
physiopathology  is  not  as  yet  well  understood.-  Its  rather  charac- 
teristic though  bizarre  symptomatology  and  the  chemical  abnormal- 
ities that  accomipany  it,  may  be  readily  recognized  if  the  clinician 
is  cognizant  of  the  existence  of  this  entity,  but  not  unlike  gout,=^ 
the  relation  between  the  chemical  findings  and  the  clinical  ma- 
nifestations in  many  cases  is  still  obscure. 

Porphyria  is  a disturbance  in  the  normal  metabolism  of  the 
porphyrin  pigments  manifested  by  an  increased  production  of  ab- 
normal porphyrins  with  their  increased  accumulation  and  deposi- 
tion within  the  body  tissues  and  an  increased  elimination  in  the 
urine,  usually  giving  it  a characteristic  color.  The  word  porphyria 
is  derived  from  the  Greek  — porphros — meaning  crimson  or 
purple  color. 

The  porphyrin  pigments  occur  naturally  in  both,  the  animal 
and  plant  kingdoms.  They  form  part  of  the  hemoglobin  and 
myohemoglobin  complexes,  appear  also  in  various  respiratory  en- 
zymes such  as  cytochromes,  catalases  and  peroxidases  and  in  the 
chlorophyll  of  green  plants.  All  porphyrins  have  a common  chemi- 
cal structure,  consisting  of  four  pyrole  rings  bound  by  four  ad- 
ditional carbon  atoms. ^ 

In  the  blood,  protoporphyrin  combines  with  iron  and  the 
protein  fraction  globin  to  form  the  basis  for  hemoglobin.  Porphy- 
rins are  not  absorbed  as  such  from  the  gastrointestinal  tract, 
hence,  the  body  must  synthesize  the  porphyrins  it  requires.'’  The 
structure  of  porphyrins  is  such  that  many  isomers  are  possible, 
however,  in  the  porphyrins  associated  with  metabolic  errors  only 
isomers  of  type  I and  type  III  are  concerned. 

Originally  it  was  thought  that  the  metabolic  fault  in  porphyria 
resulted  from  an  increased  and  abnormal  catabolism  of  blood  pig- 
ments, the  protoporphyrin  so  liberated  being  converted  into  the 
excretion  products  characteristic  of  the  disease.  There  is,  how- 


* Associate  Attending  in  Medicine,  Presbyterian  Hospital,  Sant  urce,  I’uerto 
Rico. 

**  Former  Resident  in  Medicine,  Presbyterian  Hospital,  Santurce,  Puerto  Rico. 


SAXTIA(U)  AXJ)  domixguez 


',SS 

ever,  no  evidence  of  increased  blood  destruction  in  these  cases. 
Increased  amounts  of  porphyrins  do  not  appear  in  the  urine  in 
known  hemolytic  conditions  and  even  intravenously  administered 
protoporphyrin  fails  to  produce  increases  in  urinary  porphyrins. 
A more  plausible  explanation  is  that  the  anomally  is  due  to  faulty 
synthesis.  The  production  of  protoporphyrin  is  said  to  continue  in 
normal  fashion,  but  it  is  accompanied  by  an  increased  rate  of  pro- 
duction, in  an  abnormal  direction,  of  large  amount  of  type  1 and 
III  isomers,  which  not  being  normally  used  by  the  body  are  ac- 
cumulated and  are  subsequently  degraded  to  their  excretion  pro- 
ducts. 

Slight  increases  in  urinary  porphyrins,  the  so  called  porphy- 
rinurias,  occur  in  many  conditions  such  as  lead  poisoning,  liver 
disease,  febrile  illnesses,  certain  skin  diseases,  toxic  reactions  to 
drugs  such  as  sulfonamides,  hemochromatosis,  chronic  alcoholism 
and  pellagra."  The  illnesses  in  which  there  is  a marked  increase 
m porphyrin  excretion  and  in  which  the  symptoms  seem  to  be 
directly  related  to  this  abnormality  are  so  called  the  porphyrias. 
There  are  usually  classified  into  two  well  differentiated  types: 
congenital  and  acute.  The  acute  type  is  further  classified  into 
acute  toxic  and  acute  idiopathic.  Some  have  considered  the  acute 
really  to  be  a chronic  disease  with  acute  exacerbations. 


Congenital  Porphyria 

The  congenital  form  of  the  disease  has  a familiar  occurrence 
and  appears  as  a recessive  mendelian  trait.  It  usually  appears 
in  early  childhood,  though  rare  cases  have  been  reported  as 
developing  beyond  the  age  of  IS.'""  Around  80 of  the  cases 
reported  have  been  males.  Clinically  it  is  characterized  by:  1)  pig- 
mentation, pink  to  reddish  brown  in  color,  of  the  bones  and  teeth 
and  due  to  deposition  of  uroporphyrin  I,  2)  Photosensitivity  of  the 
skin  leading  to  erythema  of  the  exposed  surfaces,  followed  usually 
by  vesiculation  and  bullae  formation  (Hydro  Aestivale).  Later 
necrosis  and  scarring  may  appear  with  mutilation  of  such  exposed 
parts  as  the  nose  and  ears.  Solar  conjunctivitis  and  corneal  scar- 
ring has  been  reported.-'  3)  The  passing  of  the  typically  colored 
urine  which  has  been  described  as  deep  red,  port  wine,  burgundy 
wine  and  mahogany  colored.  The  urine  in  most  cases  becomes 
darker  on  exposure  to  light.  Uroporphyrin  I,  in  most  but  not  ail 
cases  of  the  congenital  type  of  disturbance,  is  the  offending  pig- 
ment. 4)  Less  important  manifestations  reported  have  been  hepa- 
to  and  splenomegaly,  mild  endocrine  disorders  and  a secondary 
anemia.  This  disease  is  relatively  benign  and  the  only  treatment 
required  is  to  avoid  exposure  to  sunlight. 
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Acute  Porphyria 

In  acute  porphyria  the  metabolic  defect  is  probably  also  in- 
herited and  a familiar  incidence  exists,  some  cases  showing  evi- 
dences of  the  defect,  even  though  remaining  asymptomatic^^ 
In  contrast  to  the  congenital  type  evidences  of  presence  of  the 
acute  disease  first  appears  usually  between  the  second  and  fifth 
decade  of  life  and  it  occurs  more  frequently  in  women  in  a ratio 
of  three  to  oned^  Probably  the  condition  would  be  best  classified 
as  a chronic  inherited  defect,  the  acute  attacks  being  in  reality 
acute  symptomatic  exacerbations,  which  may  be  followed  by  re- 
missions over  a period  of  time  ranging  from  a few  months  to  as 
long  as  25  years. 

The  acute  toxic  type  is  the  term  usually  reserved  for  the 
relatively  infrequent  cases  in  whom  a history  is  obtained  of  ex- 
posure to  or  indulgence  in  barbiturates,  acetanilid,  benzol  and  other 
chemicals  preceding  the  onset  of  symptoms.  It  has  been  stated 
that  a differential  diagnostic  point  is  the  fact  that  in  all  reported 
cases  of  the  toxic  type,  the  predominant  excretion  product  is  co- 
proporphyrin.'*  In  most  instances  such  an  exposure  can  not  be 
demonstrated  and  these  cases  are  classified  as  acute  idiopathic 
porphyria.  Uroporphyrin  type  III  is  the  pigment  usually  found  in 
acute  idiopathic  cases.  It  is  present  in  variable  amounts,  the 
highest  excretion  usually  occurring  during  the  height  of  symptoma- 
tology, but  not  necessarily  so  as  cases  have  been  reported  with 
urine  free  of  porphyrins  during  the  acute  attack  but  appearing 
when  they  were  free  of  symptoms. 

Symptomatology  - Clinical  Picture 
Premonitory  symptoms: 

In  retrospect,  once  the  diagnosis  has  been  confirmed,  the 
patient  is  found  to  have  had  vague  symptoms  preceding  the  acute 
attack,  such  as:  vague  neurotic  complaints,  transient  weakness 
which  can  be  overcome  by  effort,  anorexia,  vomiting  ,that  does 
not  interfere  with  eating,  transient  blindness  and  migraine  head- 
aches and  occasionally  loss  of  weight.^- 

Gastrointestinal  symptoms: 

The  acute  attack  is  usually  ushered  in  by  severe  colicky  abdo- 
minal pains  accompanied  by  nausea  and  vomiting  and  a refractory 
constipation,  although,  in  a few  cases  diarrhea  has  been  report- 
ed.The  abdominal  symptoms  may  simulate  an  acute  abdomen 
presenting  a picture  similar  to:  ureteral  or  biliary  colic,  intestinal 
obstruction,  appendicitis,  tortion  of  an  ovarian  cyst,  pelvic  in- 
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flammatory  disease,  ruptured  viscus,  etc.  Indeed,  a good  number 
of  the  cases  have  been  unnecessarily  submitted  to  surgery  before 
the  true  diagnosis  is  arrived  at.  A differential  diagnostic  poinc 
often  mentioned  between  a porphyrial  attack  and  a surgical  ab- 
domen is  the  usual  lack  of  muscle  spasm. At  operation  the  fol- 
lowing findings  have  been  observed:  spasm  of  the  bowel  through- 
out its  entire  length,  extreme  dilatation  and  atony  of  the  stomach 
and  duodenum  and  blanching  and  spasm  of  the  bowel  over  localized 
areas.”  The  atony  of  the  stomach  has  been  recorded  both  roent- 
genogically  and  kymographically.  The  physiopathology  concerned 
in  the  ])roduction  of  gastrointestinal  tract  symptoms  is  not  as  yet 
entirely  clear.  Direct  application  of  coproporphyrins  to  the  in- 
testine produces  spasm  and  interrupts  the  normal  rhythmic  con- 
tractions, a change  which  is  not  affected  by  atropine.^*’^  This  ef- 
fect is  followed  by  atony  of  the  small  and  large  intestine.  Por- 
phyrin counteracts  the  action  of  pilocarpine,  eserine  and  vagus 
stimulation.  These  effects  are  probably  mediated  through  Meiss- 
ner’s plexus,  as  it  has  been  demonstrated  that  porphyrins  have  a 
toxic  action  on  the  nervous  system  affecting  both,  the  parasym- 
pathetic and  sympathetic  ganglia.  Attempts  at  relieving  gastro- 
intestinal symptoms  have  been  ineffective  with  the  usual  drugs. 
Atropine  and  other  antispasmodics  have  consistently  failed  to  re- 
lieve the  spasm.  Prostigmine  may  induce  minor  contractions  in 
the  atonic  stomach,  but  is  inadequate  in  overcoming  the  protracted 
constipation.  Mason  has  described  degenerative  changes  in  the 
autonomic  ganglia,  particularly  the  celiac  plexus  and  he  believes 
this  to  be  the  explanation  of  the  gastro-intestinal  disturbances.^- 
Intercellular  deposits  of  pigment  in  the  liver  and  cirrhosis  have 
been  reported  in  a few  cases  and  may  account  for  the  jaundice 
which  is  somcitimes  present. 


Neuropsychiatric  Disturbance: 

Nervous  system  disturbances  are  common  and  may  appear 
as  the  first  and  only  manifestation  of  the  attack,  though  com- 
monly they  appear  when  the  abdominal  symptoms  are  subsiding. 
They  may  assume  such  a variety  of  forms  that  Waldenstroem  has 
called  acute  porphyria  “la  petite  simulatrice.”  Of  143  caess  report- 
ed by  this  investigator,  sixty  had  neurologic  symptoms  which 
were  so  varied  that  frequently  a mistaken  diagnosis  of  hysteria 
was  made.^'*  Central  nervous  system  involvement  may  be  mani- 
fested by  affective  symptoms  running  the  gamut  from  simple 
neurotic  complaints,  bizarre  complaints  without  objective  findings 
suggesting  a neurosis  or  hysteria,  a psychotic  disturbance  of  the 
manic  deppressive  type,  to  delirious  states  with  suicidal  tendency. 
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Sensory  disturbances  such  as  hyperthesias  and  paresthesias  may 
be  present.  Severe  muscular  pains  may  be  complained  of.  Para- 
lysis of  almost  any  type  imaginable,  localized  or  generalized,  tran- 
sient or  persistent,  acute  or  insiduous,  may  occur.  Any  of  the  cra- 
nial nerves  may  be  involved  and  respiratory  paralysis  is  a fre- 
quent cause  of  death.  A Landry’s  type  of  ascending  paralysis 
has  been  reported. The  picture  may  simulate  progressive  mus- 
cular atrophy,  acute  poliomyelitis  or  encephalitis  lethargica.  The 
spinal  fluid  findings  are  found  to  be  usually  within  normal  limits. 
The  development  of  neurological  symptoms  carry  a grave  prog- 
nostic significance  there  having  been  reported  a mortality  rate  of 
90%  in  such  cases^- 


Cardiovascular  Manifestations; 


Tachycardia  is  an  almost  constant  finding,  heart  rates  as 
rapid  as  160  per  minute,  having  been  reported.  In  the  electro- 
cardiogram the  tachycardia  appears  to  be  of  the  sino-auricular 
nodal  type  and  transient  T wave  changes  have  been  reported,^-' 
which  have  been  ascribed  to  transient  myocardial  ischemia,  pro- 
duced by  coronary  artery  spasm.  A case  has  been  reported  in 
which  the  clinical  picture  simulated  a coronary  occlusion.  A 
transient  vascular  hypertension  may  be  present  during  the  acute 
attack,  diastolic  pressures  having  been  recorded  as  high  as  140 
mm.  of  Hg.^'*’  It  has  been  suggested  that  vasospasm  caused  by 
the  abnormal  porphyrin  compound  or  its  precursor  is  the  cause 
of  hypertension.  Spasm  of  the  fundal  arteries  have  been  noted 
in  the  eyegrounds  of  patients  during  an  attack  of  acute  porphyria. 


Urinary  Findings: 

During  an  attack  the  urine  passed  is  usually  port  wine  in  color, 
staining  the  patient’s  clothes  or  bed  clothes.  The  offending  pigment 
in  most  cases  of  the  acute  idiopathic  type  is  predominantly  uro- 
porphirin  type  III  isomer,  though  small  amounts  of  type  I isomer 
and  of  coproporphyrin  have  been  noted.’*  Rarely  the  colorless  por- 
phyrinogen or  porphobilinogen  may  be  present  and  only  after  ex- 
posure of  the  urine  to  light  will  the  typical  color  appear.  Most 
samples  of  urine  on  exposure  to  light  will  become  more  deeply  color- 
ed. (Figure  I).  Oliguria  has  been  reported  rarely  and  has  been  attri- 
buted to  transitory  changes  in  the  renal  blood  vessels.  This  is  to 
be  differentiated  from  inability  to  void  due  to  bladder  atony  in 
cases  with  paralysis. 
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Other  Miscellaneous  Symptoms  may  be  mentioned  briefly: 

Low  grade  fever,  usually  100-102^F.  Muscular  aches  and  pains, 
atrophy  of  muscles,  local  or  generalized.  Marked  sensitivity  and 
hypersthesia  of  skin  due  to  neuritis. 

Laboratory  Findings:  These  cases  are  found  to  have: 

Slight  secondary  anemia.  A leukocyte  count  ranging  from  15,000 
to  20,000.  Mild  degree  of  non  protein  nitrogen.  Depletion  of  sodium 
and  chloride  not  due  to  adrenal  cortical  disfunction. 

Abnormal  Porphyrins  in  the  Urine: 

For  years  the  diagnosis  of  acute  porphyria  depended  on  the 
chemical  identification  of  uroporphyrin  and  to  a lesser  extent  of 
coproporphyrin  which  required  a tedious  and  difficult  chemical 
procedure.  Watson  and  Schwartz-^^  in  1941  described  the  first 
simple  clinical  test  for  acute  idiopathic  porphyria.  This  test  de- 
pends on  the  demonstration  of  porphobilinogen  (a  colorless  chro- 
mogen of  the  pigment  porphobilin)  in  the  urine.  This  test  has 
been  proven  to  be  very  reliable.  A study  of  the  urines  of  1000 
cases  taken  at  random  from  a hospital  population  failed  to  show 
any  false  positive  reactions  when  the  test  was  done  properly.-^ 
The  ingestion  of  beets  or  of  crayons  by  infants  have  given  weak 
but  definitely  positive  porphobilinogen  reactions.-- 


Description  of  Watson  and  Schwartz’s  Test: 

a.  The  urine  must  be  a freshly  voided  specimen. 

b.  Mix  equal  parts  of  urine  and  modified  Ehrlich’s  reagent 
in  a test  tube. 

c.  If  a red  color  is  obtained,  add  an  equal  volume  of  a satu- 
rated aqueous  solution  of  sodium  acetate. 

d.  Add  a few  cc.  of  chloroform  and  mix  thoroughly. 

e.  The  red  aldehyde  compound  of  porphobilonogen  remains 
in  the  aqueous  fraction,  while  that  of  urobilinogen  or  in- 
dole is  completely  extracted  by  the  chloroform. 

f.  The  test  must  be  carried  out  with  these  exact  proportions 
of  the  reagents. 

g.  For  a rough  quantitative  estimation  make  serial  dilutions 
of  the  urine  (1-10,  1-20,  1-40,  etc.)  and  repeat  the  test.: 

Pathology  . 

There  are  no  pathologic  criteria  by  which  a post  mortem 
diagnosis  of  porphyria  may  be  arrived  at  with  certainty,  however. 
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in  chemically  proven  cases  coming  to  autopsy,  several  changes 
have  been  described  mostly  in  the  nervous  system.  The  neuro- 
logic lesions  described  have  been  nerve  cell  degeneration  in  the 
anterior  horns  and  to  a less  extent  in  the  posterior  horns  of  the 
spinal  cord,  associated  with  chromatolysis,  eccentricity  of  the 
nucleus,  lipoid  pigment  accumulation  and  vacuolation.-^-  In  cases 
in  which  paralysis  has  been  absent  or  slight,  changes  in  the  nerves 
can  not  be  demonstrated.  However,  those  with  definite  paralysis 
show  patchy  demyelination  most  marked  in  the  lower  extremities 
and  less  extensive  of  the  anterolateral  tract  of  the  lumbar  cord. 
Similar  changes  have  been  described  in  the  sympathetic  and  para- 
sympathetic ganglia.  The  cerebral  glia  may  be  laden  with  pigment, 
the  oligodendroglia  swollen  and  the  Purkinje  cells  of  the  cerebel- 
lum chromatolized.  This  is  accompanied,  usually  by  diffuse  edema 
of  the  brain  and  scattered  but  constant  lymphocytic  infiltra- 
tion. 

Treatment : 

As  yet  no  specific  therapy  is  available  for  the  treatment  of 
any  of  the  porphyrias.  Cases  known  to  have  photosensitivity 
must  avoid  exposure  to  sunlight.  Infections  must  be  avoided  in 
cases  of  porphyria  and  even  the  mildest  must  be  actively  treated 
with  the  patient  preferably  at  bed  rest  as  many  cases  have  had 
acute  exacerbations  following  an  infectious  process.  Known  cases 
of  porphyria  must  avoid  the  use  of  all  drugs  and  chemicals  known 
to  have  precipitated  acute  attacks. 

During  the  acute  attack  the  treatment  is  mainly  symptomatic 
and  supportive.  Liver  extract,  vitamin  B complex,  vitamin  B12 
and  calcium  have  been  used  without  good  evidence  that  the  cases 
have  received  real  benefit  from  these  medications. 

Report  in  the  recent  literature  has  shown  promising  sympto- 
matic relief  in  one  patient  with  the  intravenous  use  of  0.1  Vf 
Procaine  solution  in  500  cc.  of  glucose.  This  therapy  was  tried 
in  our  first  patient  during  her  last  hospital  admission  with  sur- 
prisingly good  results.  Wermacher-^  recently  reported  relief  of 
symptoms  in  a case  of  acute  porphyria  by  injections  of  any  one  of 
the  following:  tetraethylammonium  (etamon)  chloride,  2-benzyl-4,5 
imidazoline  (pricoline)  hydrochloride,  or  tubocurarine  chloride  and 
by  induction  of  splanchnic  sympathetic  block. 

REPORT  OF  CASE 

Case  No.  I (PH  168) 

Miss  L.M.V.,  a twenty  year  old  student  nurse,  was  first  ad- 
mitted to  the  Presbyterian  Hospital  on  2-9-51  complaining  of  ab- 
dominal pain  of  two  days  duration.  The  pain  was  moderately  se- 
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vere,  burning  in  type,  localized  at  first  to  the  upper  abdomen  and 
would  come  and  go.  Twenty  four  hours  after  onset  still  had  pain, 
this  time  more  diffuse  and  accompanied  by  nausea  and  vomiting 
with  some  loose  bowel  movements  but  no  fever.  On  the  following 
day,  pain  was  more  severe,  excruciating  and  almost  continuous, 
but  with  waves  of  increased  severity  and  still  with  nausea  and 
vomiting.  On  admission  B.  P.  was  120/86,  Pulse  72.  Weight  110 
lbs.  Laboratory  studies  revealed  a WBC  of  9,700  with  84%  poly- 
morphonuclears.  Urinalysis  revealed  amber  color,  small  clumps  of 
V/BC  and  4-6  RBC  hpf,  and  1-f-  albumen.  Urine  culture  was  nega- 
tive. Surgical  consultation  was  requested. 

Surgical  Consultation:  2-9-51  Onset  of  paraumbilical  pain  two 
days  ago  with  nausea,  vomiting  and  anorexia.  Pain  shifted  to  RLQ 
last  night  with  more  severe  colicky  exacerbation  keeping  patient 
awake  most  of  night.  Repeated  vomiting.  This  followed  warm 
enema.  Tenderness  in  RLQ  without  guarding.  Tenderness  refer- 
ed  to  RLQ  on  palpation  of  rest  of  abdomen.  Rebound  tenderness 
refered  to  RLQ.  Rectal  —tenderness  in  right  side  of  abdomen. 
— Impression — Acute  Appendicitis?  Advise  Operation. 

The  patient  was  explored  on  2-9-51  at  which  time  a hemor- 
rhagic ovarian  cyst  was  found  on  the  right  side.  This,  together 
with  appendix  was  removed.  Pathological  report  was  as  follows: 
Diagnosis  — Normal  appendix.  Corpus  Juteum  cyst  of  ovary. 

Following  operation  she  had  some  relief  of  acute  pain,  though 
she  felt  very  uncomfortable  and  distended  post  operatively  and 
continued  to  have  nausea  and  vomiting  but  to  a lesser  degree, 
even  on  day  of  discharge  2-15-51.  Weight  at  discharge  100  lbs. 

She  was  again  admitted  three  days  after  discharge.  At  this 
time  she  complained  of  generalized  ache  and  pains,  increased  ner- 
vousness, crying  spells  and  continued  nausea  and  vomiting.  Exami- 
nation was  essentially  negative.  B.P.  100/70  Pulse  100. 

Urinalysis  revealed  straw  color,  increased  WBC,  some  RBC, 
and  occasional  to  rare  granular  casts.  During  her  stay  in  the 
hospital  she  had  frequent  crying  spells  and  continued  complains 
of  abdominal  and  joint  pains.  Was  seen  by  the  psychiatrist  whose 
impression  was:  “Anxiety  reaction  following  abdominal  opera- 
tion.” 

She  was  given  supportive  treatment  (Donatal,  Aspirin,  Terra- 
mycin),  and  was  discharged  on  2-22-51  with  a diagnosis  of  Pyelone- 
phritis, improved.  Weight  at  discharge  93-1  '2  lbs. 

Her  third  admission  was  on  3-13-51  complaining  of  abdominal 
pains,  nausea  and  vomiting  of  four  days  duration.  From  the  time 
of  her  last  discharge  until  onset  of  present  illness  she  was  relative- 
ly asymptomatic.  Pulse  100-120.  Immediately  upon  admission, 
gastrointestinal  studies,  including  gastrointestinal  x ray  series 
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and  liver  function  tests,  were  initiated  all  which  were  negative. 
X ray  of  chest  was  negative.  She  continued  with  periods  of  depres- 
ión, anorexia,  weight  loss,  nervousness,  abdominal  pain,  nausea  and 
vomiting  until  3-27-51,  when  it  was  noticed  that  patient  had  voided 
a wine  colored  urine.  It  was  then  that  the  possibility  of  this 
patient  having  Porphyria  was  thought  of.  Tests  were  done  with 
Ehrlich’s  aldehyde  reagent  and  found  to  be  positive.  On  occasions, 
when  she  voided  normal  or  pinkish  colored  urine  and  this  was  ex- 
posed to  sunlight,  it  would  turn  to  a deep  wine  or  dark  mahogany 
or  purple  color.  (See  figure  I) 

Careful  questioning  into  her  past  history  revealed  the  follow- 
ing pertinent  facts:  1)  Complained  of  severe  headaches  almost 
during  entire  illness,  frontal  in  type  and  specially  present  in  A.M. 
2)  Had  muscular  and  joint  pains  which  she  classifies  as  moderately 
severe  but  she  thought  were  brought  on  by  being  in  bed.  This 
was  accompanied  by  weakness  of  extremities.  3)  Recalls  definite 
burning  sensation  of  the  skin  of  extremities  and  torso  and  extreme 
sensitivity  of  the  skin  so  that  the  bed  covers  bothered  her  and 
the  wash  rag  used  in  bathing  her  was  extremely  uncomfortable. 
There  was  no  increased  sweating  noted.  She  claims  that  during 
latter  part  of  this  first  admission  she  noted  some  dark  brownish 
pigmented  areas  appeared  over  anterior  chest,  at  upper  presternal 
area.  This  soon  changed  to  pinkish  red  color  and  then  have 
gradually  faded  within  the  past  few  weeks.  Those  skin  lesions 
were  not  noted  as  being  tender.  No  mucous  membrane  lesions 
were  noted  by  patient,  but  she  did  note  dryness  and  cracking 
of  the  lips  ‘‘as  if  having  a fever”.  This  last  she  has  continued  to 
have.  Patient  recalls  that  she  has  always  been  more  sensitive  to 
sunlight  than  her  brothers  and  sisters  “burning”  easily  with  peel- 
ing of  the  skin  whenever  she’s  been  to  the  beach.  4)  Patient 
menstruated  the  day  following  operation.  This  menses  was  more 
profuse  than  usual.  She  has  failed  to  menstruate  since.  5)  During 
first  admission,  nor  any  time  ever  previously,  did  the  patient 
notice  anything  remarkable  about  the  urine. 

6)  Family  History:  Patient  is  one  of  10  siblings,  all  living 
and  well.  No  history  of  urinary  disease  or  complaints  except 
brother  told  about  4-5  years  ago  when  he  used  to  drink  quite 
heavily,  that  he  had  kidney  trouble  manifested  by  what  appears 
to  have  been  microscopic  blood  in  urine.  Mother  died  when  patient 
was  a child,  apparently  of  malignancy  of  ovary.  Terminally  treat- 
ment by  X ray.  Father  died  at  School  of  Tropical  Medicine 
— Hypertensive  disease  and  nephrosclerosis.  No  history  of  dia- 
betes or  infectious  diseases  in  family. 

Her  course  in  the  hospital  was  rather  stormy  during  which 
time  she  had  continued  tachycardia,  severe  paresthesia,  weight 
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loss,  continued  abdominal  and  joint  pains,  amenorrhea,  marked 
weakness  and  wasting  of  muscles  of  extremities,  severe  hoarse- 
ness, dysphagia,  practically  complete  areflexia,  complete  immobili- 
zation and  paralysis  of  left  vocal  cord  and  arytenoid.  Patient 
developed  a neurologic  picture  similar  to  Landry’s  ascending  pa- 
ralysis which  was  described  by  the  neurologist  as  “a  diffuse  mye- 
litis which  has  ascended  to  include  the  lower  bulbar  region.” 

Laboratory  studies  done  during  this  admission  were  all  es- 
sentially negative,  except  for  a slight  increase  in  serum  bilirubin 
on  March  15,  1951.  Spinal  fluid  studies  were  negative.  Electro- 
cardiogram on  3-28-51  revealed  a normal  tracing  with  S.A.  Tachy- 
cardia. 

Treatment  consisted  of  supportive  therapy.  A high  vitamin, 
high  CHo,  protein  diet  with  supplementary  vitamin  therapy.  She 
was  given  a four  day  trial  with  cortisone  without  any  improve- 
ment except  a slight  increase  in  well  being.  She  was  discharged 
to  her  home  on  3-29-51  showing  improvement  of  neurologic  symp- 
toms, but  weighing  only  55  lbs. 

She  was  followed  in  outpatient  department.  Resting  at  home, 
feeling  fine  until  11-15-51  when  she  again  had  same  paresthesia 
and  a crampy  type  of  abdominal  pain  following  excessive  exposure 
to  sunlight.  She  responded  well  to  24  hr.  bed  rest.  On  2-16-52 
she  was  again  seen.  This  time  with  diarrhea,  stool  culture  reveal- 
ed shigella.  She  was  given  Chloromycetin  and  responded  well- 
Urine  was  positive  for  porphyrins. 

On  2-25-52  she  was  again  admitted  because  of  increase  in 
color  of  urine,  depressive  episodes  and  crying  and  slight  abdominal 
discomfort.  Examination  essentially  negative.  She  was  admitted 
for  rest.  Urine  was  positive  with  Ehrlich’s  aldehyde  test.  On  ex- 
posure of  urine  to  sun  it  turned  a deep  reddish  color.  Patient 
discharged  five  days  later,  asymptomatic. 

Again  on  6-26-52  was  admitted  with  severe  abdominal  pain, 
intractable  nausea  and  vomiting,  anorexia,  constipation,  weakness, 
marked  depression  and  crying  spells.  This  time  0.1%  Procaine  in 
500  cc.  of  5%  glucose  in  water  was  given  intravenously.  This 
provided,  within  a few  hours,  complete  and  lasting  relief  of  ab- 
dominal pain  and  vomiting.  Continued  to  have  weakness  for  a 
few  days.  During  this  admission  of  five  days  duration  her  urine 
was  deeply  red  colored  and  strongly  positive  for  porphibilinogen. 

At  present  patient  is  weighing  110  lbs.  and  is  completely 
asymptomatic. 


Kijiure  1.  Freshly  voided  urine  speeinien  from  ease  ^1.  immediately  after  voiding. 
! r>  minul('S  aftc'r  (‘xposurc'  to  sunlight  and  1 hour  aftei'  exposui'o  to  sunlight,  respectively. 
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Case  No.  II  (PH  4898) 

M.M.,  an  11  year  old  negro  girl  from  the  Virgin  Islands,  ad- 
mitted to  the  hospital  on  6-18-52,  complaining  of  abdominal  pain, 
vomiting  and  weakness.  Six  days  previous  to  admission  she  awoke 
with  severe  abdominal  pain,  localized  mainly  to  the  left  abdomen. 
This  was  accompanied  from  the  onset  by  nausea  and  vomiting  and 
with  slight  fever.  The  pain  continued  with  increasingly  severe 
intensity  throughout  the  day  and  night  with  continued  vomiting 
and  with  a gradually  decreasing  intensity  for  the  following  two 
days,  in  spite  of  narcotics  and  antispasmodics  prescribed  by  a phy- 
sician. On  the  fourth  day  of  illness  patient  complained  of  a “ter- 
rific” headache  lasting  throughout  the  day.  Since  the  day  of  on- 
set she  had  noted  weakness  of  the  arms  and  legs.  While  abdo- 
minal pain  was  severe  she  noted  she  had  constipation. 

Since  day  of  onset  the  parents  had  noted  she  passed  dark 
yellow  to  reddish  urine  which  was  analyzed  by  the  physician  who 
saw  her  who  assured  the  parents  it  was  free  of  blood  and  hence 
normal.  As  she  continued  to  pass  dark  brown  to  reddish  urine, 
even  though  by  the  sixth  day  of  illness  her  vomiting  and  abdominal 
pain  had  practically  disappeared,  the  parents  brought  her  to  this 
hospital  and  with  them,  a sample  of  the  early  morning  urine. 
This  was  dark  brown  to  reddish  in  color  and  clear.  Ehrlich’s  alde- 
hyde test  on  this  sample  was  markedly  positive  for  phorphobili- 
nogen  and  all  other  voided  specimens  during  her  three  day  ad- 
mission to  the  hospital  were  also  positive. 

Past  History  — Appendectomy,  six  years  ago.  Tonsilectomy 
11/2  month  ago  with  general  anesthesia.  No  history  of  drug  in- 
dulgence. 

Family  History  — Non  contributory. 

Physical  Exam.  — Temperature  - 98.6‘?F.  Pulse  - 90-100 
B.P.  - 110/70.  Examination  revealed  an  obese  colored  girl,  who 
appeared  overdeveloped  for  her  age  and  at  the  time  was  in  no 
acute  distress.  Positive  findings  on  examination  were  tachycardia 
at  rest,  slight  tenderness  without  spasm  over  the  left  lower  ab- 
domen on  deep  pressure.  Breasts  appeared  overdeveloped  for  age 
and  she  already  had  sparse  pubic  hair.  Endocrinologic  consultant 
who  saw  her  diagnosed:  “Simple  exogenous  obesity  and  preco- 
cious somatic  and  genital  development.” 

CBC  was  within  normal  limits.  Blood  chemistry  studies  were 
normal.  Electrocardiogram  showed  sino-auricular  tachycardia  in 
an  otherwise  normal  tracing. 

By  the  second  day  of  admission  patient  was  asymptomatic  and 
her  urine  had  a light  pinkish  color.  It  failed  to  turn  appreciably 
darker  on  exposure  to  light.  She  was  discharged  free  of  symptoms 
on  the  5th.  hospital  day. 
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PANHYPOPITUITARISM  TREATED  BY 
HOMOTRANSPLANTATION 

CASE  REPORT 

MANUEL  E.  PANIAGUA.  M.D.*;  ALBERTO  DOMINGUEZ,  M.D/h=* 
and  RAUL  MARCIAL,  M.Ü.*** 


During  the  past  two  years  we  have  been  able  to  study  a 
small  series  of  patients  suffering  from  panhypopituitarism,  in  most 
of  them  due  to  postpartum  necrosisd  The  adequate  treatment  of 
these  patients  presented  a great  problem  because  of  the  incon- 
venience and  prohibitive  cost  of  substitution  hormonal  therapy. 
Looking  for  a solution  to  the  problem,  we  decided  to  try  homo- 
transplantation of  the  hypophysis.  We  were  fortunate  to  obtain 
the  gland  of  an  individual  of  the  same  sex  and  approximate  age  as 
the  patient’s  within  2 hours  after  death,  and  were  able  to  follow 
the  case  for  five  months  after  subcutaneous  implantation.  We 
now  wish  to  describe  the  case,  to  record  the  results,  and  to  de- 
scribe the  autopsy  findings. 

CASE  REPORT 

E.M.R.,  a 28-year  old,  mulatto  female,  was  admitted  to  the 
Presbyterian  Hospital  on  August  18,  1950.  She  had  been  admitted 
to  the  Rio  Piedras  Municipal  Hospit-ai  the  day  before  because  of 
weakness,  dizzy  spells,  profuse  perspiration,  and  somnolence.  Next 
morning  she  was  found  unconscious  in  bed  and  did  not  respond 
to  the  usual  stimulants.  A blood  sample  was  withdrawn  and  5yr 
glucose  in  saline  was  started  intravenously.  The  patient  recovered 
consciousness  after  5-10  minutes  and  claimed  she  felt  perfectly 
well.  The  blood  sugar  was  reported  as  40  mg.^f  and  a second  de- 
termination, after  1,000  cc.  of  infusion,  was  found  to  be  48  mg.%- 
A tentative  diagnosis  of  spontaneous  hypoglycemia  of  undeter- 
mined origin  was  made  and  she  was  transferred  to  the  Presby- 
terian Hospital  for  more  detailed  study. 

On  arrival  the  patient  was  semi-stuporous,  but  her  sensorium 
cleared  comipletely  as  soon  as  she  received  more  glucose  intra- 
venously. It  was  then  possible  to  obtain  a history  of  severe  post- 
partum hemorrhage  two  years  previously,  and  subsequent  amenor- 
rhea, loss  of  libido,  loss  of  pubic  and  axillary  hair,  atrophy  of  the 
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breasts,  weakness,  and  loss  of  weight.  She  also  suffered  frequent 
episodes  of  profuse  sweating,  dizziness,  inward  trembling  and 
somnolence,  which  disappeared  completely  upon  the  intravenous 
administration  of  glucose  infusions.  The  present  episode  had  been 
the  most  severe,  since  she  had  never  lost  consciousness  previously. 

Physical  examination  revealed  a poorly  developed,  under- 
nourished, young  mulatto  female  lying  quietly  in  bed  in  a semi- 
stuporous  condition  and  looking  chronically  ill.  The  blood  pressure 
was  90/60;  the  temperature,  pulse  and  respirations  were  normal. 
The  skin  was  moist  and  atrophic.  The  teeth  were  in  very  poor  con- 
dition. The  breasts  were  small  and  atrophic,  and  so  were  the  geni- 
talia. There  was  no  axillary  or  pubic  hair.  The  heart  sounds  were 
faint  and  distant.  The  reflexes  were  hypoactive.  The  remainder  of 
the  examination  was  essentially  normal. 

The  laboratory  data  are  shown  in  Table  1. 


Course: 

On  admission  to  the  hospital  the  patient  was  put  at  absolute 
bed  rest  and  was  given  a soft  high  caloric,  high  carbohydrate  diet 
and  1,000  cc  of  5%  glucose  in  normial  saline  every  6 hours  intra- 
venously. In  spite  of  almost  continuous  infusion,  she  had  one  or 
two  episodes  of  mild  hypoglycemia,  requiring  the  administration 
of  50^  glucose  in  water.  On  the  sixth  hospital  day  the  EKG  re- 
vealed a prolonged  electrical  systole  with  flattening  to  inversion  of 
all  T waves  and  a relative  low  amplitude  of  all  complexes,  which 
was  interpreted  as  suggestive  of  hypocalcemia  or  atrophy  of  the 
heart.  A blood  calcium  determination,  however,  showed  12  mg.^/c, 
which  is  a high  normal  value. 

By  the  seventh  hospital  day  the  patient  had  improved  consider- 
ably; the  infusions  were  reduced  to  three  daily,  and  were  dis- 
continued ten  days  later,  when  she  began  to  receive  sw'eetened 
fruit  juices  betw^een  meals. 

On  the  22nd  hospital  day  she  was  given  20  mg.  of  ACTH  every 
6 hours  for  4 doses,  and  20  mg.  every  8 hours  thereafter.  Four  days 
later  a young  w^oman  with  chronic  rheumatic  heart  disease  died 
of  cardiac  failure,  and  it  was  possible  to  obtain  permission  for  the 
autopsy  only  a few  minutes  after  her  death.  With  the  cooperation 
of  the  Services  of  Pathology  and  Surgery,  the  hypophysis  of  this 
cadaver  was  removed  under  sterile  conditions  and  w^as  implanted 
with  its  capsule,  into  the  subcutaneous  tissue  of  the  abdominal 
wall  of  our  patient.  ACTH  w^as  then  discontinued,  after  a total 
of  260  mg.  had  been  administered.  The  abdominal  incision  healed 
per  primum. 

Ten  days  after  the  operation  the  pituitary  implant  could  be 
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easily  felt  as  a firm  nodule  about  the  size  of  a small  olive,  and 
there  were  no  signs  of  inflammatory  reaction  in  the  wound.  The 
patient  claimed  that  she  felt  somewhat  stronger,  that  her  ap- 
petite had  improved,  and  that  she  had  noticed  some  return  of  libido. 
She  had  gained  7 lbs.  The  red  blood  cell  and  hemoglobin  values 
had  improved.  (See  Table).  The  eosinophils,  after  an  initial  rise 
following  discontinuation  of  ACTH,  had  gone  down  to  levels  lower 
than  the  original  ones,  although  not  as  low  as  during  ACTH 
therapy  (See  Table).  She  was  discharged  September  29,  1951,  to 
be  followed  up  in  the  Endocrinology  Clinic  of  the  Presbyterian 
Hospital. 

Foliow-Up 

On  October  4,  1951  the  patient  returned  to  the  Dispensary. 
She  stated  that  she  was  feeling  fine  and  much  stronger.  The  ap- 
petite had  improved,  she  had  gained  about  3-4  lbs.  in  weight,  and 
there  had  been  no  hypoglycemic  episodes.  The  absolute  eosino- 
phile  count  was  203.  She  was  asked  to  return  the  following  week 
for  further  studie-s,  but  did  not  come  back  until  October  25. 

At  this  second  visit,  36  days  after  the  homotransplantation, 
there  were  no  complaints.  Re-examination  showed  a firm  nodule 
in  the  operative  site,  of  the  same  size  as  upon  discharge.  The 
breasts  were  somewhat  fuller  and  there  was  a sparse  growth  of 
pubic  and  axillary  hair.  However,  menstruation  had  not  returned. 
The  libido  had  continued  to  increased  since  discharge  from  the 
hospital.  Laboratory  studies:  RBC  3.55  million;  Hgb.  10.5  gm. 
(72%).  Total  eosinophiles  10  25/50  and  10/26  50:  250  and  175, 
respectively.  Blood  sugar:  84  mg.%,  12  hours  after  the  last  meal. 
She  was  instructed  to  return  in  two  weeks  but  failed  to  do  it. 

Sometime  in  April,  1951,  we  were  finally  able  to  trace  this 
patient  finding  her  in  her  dwelling  in  a small  rural  slum  known 
as  “Accursed  Land”  (which  is  precisely  what  the  place  looked  like) 
and  were  able  to  convince  her  to  return  to  the  hospital  for  further 
observation. 

Second  admission  (April  18,  1951) 

The  patient  stated  that  she  had  not  returned  because  she  lack- 
ed the  bus  fare,  and  “because  she  felt  well,  anyway”.  She  had  not 
had  further  episodes  of  hypoglycemia,  but  lately  her  appetite  and 
weight  had  decreased  again.  Physical  examination  failed  to  re- 
veal any  evidence  of  the  implanted  gland,  and  other  findings  were 
essentially  as  on  her  first  admission.  She  had  lost  all  her  axillary 
and  most  of  her  pubic  hair,  and  her  libido  had  decreased. 

Laboratory  data  are  recorded  in  Table  11. 
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Course : 

She  was  given  a high  carbohydrate  diet  with  sweetened  fruit 
juices  between  meals  and  sodium  chloride  in  tablets  and  capsules. 
Since  she  could  not  tolerate  the  latter  because  of  vomiting  (not 
induced  by  empty  capsules  or  placebos),  she  was  instructed  to 
eat  her  food  as  salty  as  she  could  stand  it.  A blood  transfusion 
was  given  on  April  22,  and  she  received  vitamins  and  other  sup- 
portive therapy. 

On  May  2,  1951  she  was  discharged  with  instructions  to  re- 
turn to  the  hospital  if  untoward  symptoms  supervened,  and  other- 
wise to  report  to  the  dispensary  regularly.  It  was  our  earnest  hope 
to  be  able  to  repeat  the  homotransplantation,  but  suitable  cadavers 
had  not  been  available. 

Final  Admission  - May  8,  1951 

The  patient  was  brought  again  to  the  hospital  in  a state  of 
unconsciousness  and  peripheral  vascular  collapse.  Her  relatives 
stated  that  she  had  recently  had  a severe  attack  of  influenza 
characterized  by  high  fever,  chest  pain,  cough  and  expectoration. 
She  became  worse  progressively  and  lapsed  into  unconsciousness 
some  10  to  12  hours  before  admission. 

Physical  examination  in  the  Emergency  Room  revealed  a 
state  of  profound  shock:  the  blood  pressure  was  unobtainable,  the 
pulse  was  rapid  and  thready,  and  the  skin  was  hot  and  dry.  The 
lungs  were  full  of  moist,  crackling  rales  and  the  respirations  were 
of  the  Cheyne-Stokes  type.  The  remainder  of  the  physical  exa- 
mination was  essentially  as  on  the  previous  admission. 

A tentative  diagnosis  of  hypoglycemia  mas  made  by  the  in- 
tern in  the  Emergency  Service  and  attempts  were  made  to  obtain 
blood  for  chemical  determinations.  Because  of  the  marked  vas- 
cular collapse  venesection  had  to  be  performed,  and  after  samples 
were  taken,  100  cc  of  50%  glucose  in  water  was  administered.  She 
was  also  given  two  injections  of  atropine  sulfate,  gr.  1/150  each, 
and  coramine,  1 cc,  subcutaneously. 

Course 

On  arrival  to  the  ward  her  temperature  was  lOS^^F,  the  pulse 
84,  weak  and  thready  and  the  respirations  28.  The  blood  pressure 
could  not  be  obtained.  She  was  given  250  cc  of  20%  glucose  in- 
travenously. 

We  saw  the  patient  4 hours  after  admission.  The  temperature 
had  gone  up  to  106^F  and  the  pulse  could  not  be  obtained.  She 
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was  given  100  cc  of  20  7^  glucose  in  saline  and  then  a continuous 
infusion  of  lOS  glucose  in  saline;  “Escatin”  3 cc,  stat,  and  2 cc 
q.  8 hours:  cortisone,  100  mg.  stat;  and  ACTH,  40  mg.,  stat,  follow- 
ed by  20  mg.  q.  5 hours.  Aspirin  2 gm.  was  given  by  proctoclysis. 

The  temperature  came  down  to  103®F  and  finally  to  lOO^F, 
7 hours  later,  but  the  pulse  and  blood  pressure  remained  unobtain- 
able. The  apical  rate  rose  to  120  and  remained  there  until  death. 
She  never  regained  consciousness.  Death  occurred  14  hours  after 
admission. 


PATHOLOGICAL  REPORT 


Auiopsy  No.  228 

Gross  Description:  The  body  is  that  of  a well-developed  and  fairly 
well-nourished  young  mulatto  woman  measuring  156  cm.  in  length. 
Rigor  mortis  is  generalized  and  lividities  are  moderate  in  the  de- 
pendent portions.  The  hair  is  dark  brown,  straight  and  abundant. 
The  skull  presents  no  bony  abnormalities.  The  pupils  are  equal 
and  in  mid-dilatation.  Each  one  measures  0.7  cm.  in  diameter.  The 
conjunctivae  are  pale.  The  sclerae  are  muddy.  The  lips  and  buccal 
mucosa  are  pale  and  slightly  cyanotic.  The  teeth  are  unkempt. 
A moderate  amount  of  yellowish,  foamy  secretion  escapes  from 
the  nostrils  and  mouth.  The  eyeballs  are  deeply  sunken  in  their 
orbits.  The  superficial  lymph  nodes  are  not  palpable.  The  thorax 
is  symetrycal  and  of  normal  contour.  The  breasts  are  atrophic,  flat 
and  soft.  The  abdomen  is  scaphoid  and  exhibits  a well  healed  sur- 
gical scar  3.5  cm.  long  on  the  left  lumbar  quadrant.  The  external 
genitalia  are  normal,  but  the  pubic  hair  is  very  scanty.  There  is 
no  axillary  hair.  In  the  right  antecubital  fossa  there  is  a recent 
surgical  incision  sutured  with  black  silk  and  4 cm.  long.  A similar 
recent  surgical  incision,  but  only  2.5  cm.  long,  is  found  in  the  an- 
teromedial aspect  of  the  right  ankle. 

The  body  is  opened  by  a Y-shaped  incision.  The  musculature 
is  pale  pink  and  normally  developed.  The  subcutaneous  Tat  is  2 
cm.  thick  at  the  level  of  the  umbilicus.  Underneath  the  above 
well-healed  surgical  incision,  described  on  the  left  lumbar  quadrant 
and  in  the  subcutaneous  tissue,  there  is  a small,  movable,  firm 
nodule,  0.3  cm.  across,  that  is  all  embedded  for  sectioning. 

Abdominal  cavity:  There  is  no  free  fluid  in  the  peritoneal  cavity. 
The  peritoneum  is  smooth  and  glistening.  The  diaphragm  reaches 
the  level  of  the  4th  rib,  bilaterally.  The  liver  projects  6 cm.  be- 
low the  tip  of  the  xiphoid  process.  The  spleen  does  not  present 
anteriorly.  The  gallbladder  is  slightly  distended  with  bile.  The 
abdominal  organs  are  normally  disposed. 
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Thoracic  cavity:  There  is  no  fluid  in  the  pleural  spaces.  Mode- 
rately numerous,  firm  fibrous  adhesions  are  found  in  the  posterior 
and  lateral  aspects  of  the  left  lung.  The  pericardial  sac  contains 
a normal  amount  of  clear  yellow  liquid. 

Cranial  Cavity:  The  bones  of  the  skull,  dura  mater  and  venous 
sinuses  are  normal.  The  dura  mater  over  the  celia  turcica  is  de- 
pressed, as  if  the  latter  were  empty. 

Heart:  Weighs  180  gm.  The  epicardium  is  smooth  and  glistening, 
except  for  an  area  of  opacity  on  the  anterior  aspect  of  the  right 
ventricle.  The  subepicardial  fat  is  scanty  and  fairly  well  preserved. 
The  chambers  are  not  dilated.  The  foramen  ovale  is  closed.  All 
the  valves  are  thin,  delicate  and  competent.  The  myocardium  is 
brownish-pink  and  flabby.  The  coronary  ostis  arise  at  the  highest 
level  of  the  commissures.  The  coronary  arteries  are  normal. 
Measurements:  T 12,  P 7.5,  M 10,  A 7,  LV  0.7,  RV  0.3  cm. 

Aorta:  The  elesticity  is  normal.  The  intima  exhibits  small  areas 
of  very  minimal  wrinkling.  Otherwise  it  is  normal. 

Left  Lung:  Weighs  440  gm.  The  pleura  is  smooth  and  glistening, 
except  of  the  posterior  and  lateral  aspects,  where  some  fibrous  tags 
depend.  On  the  lower  portion  of  the  lower  lobe  there  is  a small, 
black,  subpleural  nodule,  1 cm.  in  main  diameter.  On  section  it  is 
deeply  anthracotic.  A similar  nodule  is  found  in  the  lowermost 
portion  of  the  lower  lobe.  The  bronchi  are  intensely  congested, 
and  from  them,  on  section,  escape  large  amounts  of  pinkish  frothy 
fluid.  There  are  a few  scattered  areas,  throughout  the  cut  surface, 
of  a festooned  and  elevated  appearance  and  a yellow  color.  The 
crepitation  is  markedly  diminished  and  some  discrete  focal  areas 
of  consolidation  are  palpable.  The  tracheobronchial  lymph  nodes 
are  enlarged  up  to  1.5  cm.  On  section  they  are  black  and  homo- 
genous. The  pulmonary  vessels  are  patent. 

Right  Lung:  Weighs  510  gm.  The  pleura  is  everywhere  smooth 
and  glistening,  except  for  small  areas  over  the  apex,  where  it  is 
wrinkled  and  pinkish.  The  pulmonary  parenchyma  beneath  these 
areas  is  firm  and  somewhat  fibrous.  Otherwise,  the  organ  is 
similar  to  the  opposite  lung. 

Spleen:  Weighs  135  gm.  and  measures  12  x 6 x 2 cm.  The  organ 
is  extremely  flabby.  The  capsule  is  pinkish-gray  and  smooth  but 
slightly  wrinkled.  On  section  the  pulp  is  soft,  moist,  and  scrapes 
off  very  easily  with  the  edge  of  the  knife.  The  follicles  are  pro- 
minent, but  the  trabeculae  are  indistinct. 
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Pancreas:  It  is  somewhat  smaller  than  normal. 

Liver:  Weighs  920  gm.  and  measures  24  x 19  x 5.5  cm.  The  cap- 
sule is  smooth  and  glistening.  The  organ  is  brownish-red  and  ex- 
tremely flabby.  On  section  it  is  brownish-red,  mottled  with  yellow. 
The  lobular  architecture  is  slightly  blurred,  and  the  central  zones 
appear  congested. 

Gallbladder:  It  is  slightly  distended  with  greenish-yellow  bile, 
otherwise  normal.  The  extra  hepatic  bile  ducts  are  patent. 

Suprarenals:  Left:  Measures  5 x 2 x 0.3  cm.  The  cortex  is  thin 
and  grayish,  speckled  with  yellow.  There  is  an  intermediate  zone 
of  congestion.  The  medulla  is  pearly  gray  in  places  and  autolyzed 
in  others.  Right:  Measures  4 x 1.5  x 0.5  cm.  Externally  and  on 
section  it  is  similar  to  the  left  one. 

Left  kidney:  Weighs  90  gm.  and  measures  10  x 4.5  x 3 cm.  The 
capsule  strips  off  with  ease,  leaving  a brownish-pink,  smooth 
surface  with  prominent  stellate  vessels.  From  the  surface  a few 
fibrous  tags  depend.  On  section  the  cortical  markins  and  the  cor- 
tico-medullary  demarcations  are  normally  prominent.  The  pelvis 
and  ureter  are  normal. 

Right  kidney:  Weighs  95  gm.  and  measures  10.5  x 4.5  x 2.5  cm. 
Externally  and  on  section  it  is  similar  to  the  left  one. 

Urinary  bladder:  Is  slightly  distended  with  urine.  The  walls  are 
thin  but  the  mucosal  aspect  exhibits  fairly  well  defined  trabe- 
culations.  The  mucosa  is  slightly  congested,  mainly  over  the  tri- 
gone. 

Uterus:  Measures  5 x 7 x 2.5.  The  serosa  is  smooth  and  glisten- 
ing. The  organ  is  brownish-red,  mottled  with  yellow.  The  myo- 
metrium is  firm,  fibrillary  and  slightly  granular.  The  endome- 
trium is  smooth  and  glistening,  it  is  slightly  congested  and  only 
0.1  cm.  thick.  The  greatest  thickness  of  the  myometrium  at  the 
fundus  is  2 cm.  Ovaries:  Are  of  normal  size  and  shape.  The  surface 
is  smooth  and  only  slightly  lobulated.  The  cut  surface  is  fleshy 
and  brownished  red,  mottled  with  blue.  The  right  ovary  exhibits 
a few  small  follicular  cysts. 

Gastro-intestinal  tract:  Tongue:  Normal.  Esophagus:  Normal, 
except  for  autolysis.  Stomach:  The  mucosa  is  diffusely  hemor- 
rhagic and  mamelonated.  The  rugae  are  flattened  over  most  of  the 
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fundus  and  cardia.  The  stomach  contains  about  1000  cc.  of  clear 
yellow  liquid.  Small  intestines:  Normal,  except  for  discrete  areas 
of  congestion,  and  for  very  prominent  Peyer’s  patches  and  lymph- 
oid follicles.  Appendix:  Normal.  Colon:  Normal,  except  for 
slight  discrete  mucosal  congestion. 

Neck  organs:  Larynx:  The  mucosa  is  intensely  congested  and 
is  covered  by  a moderate  amount  of  a pinkish  frothy  secretion. 
Trachea:  The  mucosa  is  intensely  congested  and  covered  by  a 
similar  secretion  as  in  the  larynx.  Thyroid:  Appears  smaller  than 
normal,  but  is  not  remarkable,  otherwise.  Tracheobronchial 
lymph  nodes:  Are  enlarged,  but  of  normal  consistency.  On 
section  they  are  homogenous  and  black.  Attached  to  the  trachea, 
on  the  external  aspect,  about  its  middle  third,  there  is  a firm 
node  2.5  cm.  in  main  diameter.  On  section  it  is  homogenous  and 
reddish-brown,  and  presents  light  striations. 

Pituitary:  It  is  definitely  atrophic  and  small,  and  of  cystic  con- 
sistency. 

Brain:  Weighs  1240  gm.  Externally  and  on  sectioning  it  fails 
to  reveal  any  pathologic  changes,  except  for  slight  congestion. 

Microscopic  description : 

Heart:  The  subepicardial  fat  is  scanty  but  fairly  well-preserved. 
The  myocardial  fibers  are  narrow,  markedly  fragmented  and  many 
of  them  exhibit  lipochrome  pigment  at  the  nuclear  poles.  The 
interstitial  tissue  is  slightly  increased  in  places  and  intensely  ede- 
matous throughout. 

Aorta:  There  is  marked  hydropic  degeneration  of  the  tunica  me- 
dia. 

Lung  A:  The  pleura  is  moderately  thickened  by  edematous  fi- 
brous tissue.  There  is  intense  congestion.  Scattered  throughout 
there  are  numerous  groups  of  confluent  alveoli  containing  numerous 
polys.  A few  alveoli  contain  several  macrophages  and  small 
amounts  of  coagulated  protein. 

Lung  B:  The  fibrosis  of  the  pleura  is  more  dense  and  more  pro- 
minent than  in  A and  extends  along  the  interalveolar  septa.  The 
bronchi  contain  numerous  polys.  Otherwise  it  is  similar  to  A. 

Lung  C:  For  the  most  part  the  pulmonary  parenchyma  has  been 
replaced  by  highly  vascularized  fibrous  tissue.  The  alveoli  in 
evidence  are  normal  except  for  broadening  of  the  walls  by  fibrosis. 
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Spleen:  The  pulp  is  diffusely  congested  and  in  places,  hemor- 
rhagic. The  follicles  are  numerous  and  of  moderate  size.  Some  oi 
the  arterioles  exhibit  early  hyaline  changes  of  the  . walls. 

Pancreas  A and  B:  There  is  a slight  increase  of  the  interstitial 
tissue  in  a few  areas  and  fatty  replacement  of  the  parenchyma  in 
others.  The  islets  of  langerhans  are  normal  but  many  of  them 
contain  moderate  amount  of  coagulated  protein.  The  acini  are 
small. 

Liver  A and  B:  There  is  slight  increase  in  the  periportal  con- 
nective tissue  in  places.  The  latter  is  infiltrated  with  moderately 
numerous  lymphocytes  and  plasma  cells.  There  is  slight  congestion 
of  the  central  zones. 

Adrenal  A,  B,  C and  D:  The  capsule  is  moderately  thickened 
by  fibrosis.  The  cortex  exhibits  extremely  advanced  atrophy.  It 
has  been  reduced  to  a narrow  zone  resembling  the  glomerular 
zone.  The  interstitial  tissue  is  edematous.  Some  of  the  remaining 
cords  of  cortical  cells  show  marked  atrophy.  The  medulla  is  normal 
except  for  autolysis.  . 

Kidney  A and  B:  There  is  moderate  cloudy  swelling  of  the  tubular 
epiihelium.  Scattered  throughout  the  cortex  there  are  occasional 
hyalinized  glomeruli  surrounded  by  several  round  cells.  There  is 
moderate  autolysis. 

Urinary  Bladder:  Normal  except  for  congestion. 

Uterus:  There  is  marked  atrophy  of  the  endometrium  and  myo- 
metrium. A few  of  the  glands  exhibits  cystic  dilatation. 

Ovary  A and  B:  There  are  numerous  primordial  follicles.  There 
are  no  growing  follicles  in  evidence,  but  there  are  several  corpora 
albicantia  and  two  follicular  cysts  in  B. 

Stomach:  There  is  moderate  congestion.  The  lamina  propria  is 
diffusely  and  intensely  infiltrated  with  plasma  cells  and  lympho- 
cytes. 


Srnail  intestine  A and  B:  Normal  except  for  moderate  congestion 
and  autolysis.  . . . 

Thyroid:  The  acini  are  small  and  the  lining  epithelium  is  almost 
flat.  The  colloid  content  is  normal.  The  interstitial  tissue  is  in- 
creased in  a few  places.  • ............ 
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Pituitary:  For  the  most  part  it  has  been  replaced  by  loose  and 
dense  fibrous  tissue.  Scattered  throughout  the  section  there  are 
several  small  nests  of  cromophobic  cells  with  an  occasional  eosi- 
nophilic one.  There  are  several  areas  of  hemorrhage  that  are  very 
well  outlined  from  the  surrounding  connective  tissue.  Moderately 
numerous  hemosiderin  laden  phagocytes  are  also  present. 

Anterior  Abdominal  wall:  Embedded  in  the  loose  areolar  tissue 
there  is  an  oval  nodule  thrice  the  size  of  a low  power  field.  It  is 
composed  of  dense  fibrous  tissue  infiltrated  with  lymphocytes  and 
plasma  cells,  except  for  a small  area  in  the  center  where  there  is 
coagulation  necrosis  of  tubular  structures  that  cannot  be  recog- 
nized as  pituitary  tissue.  Moderately  abundant  hemosiderin  is 
present  in  the  area  of  necrosis  and  in  the  surrounding  fibrous 
tissue. 

Lymph  node  (Tracheo-bronchiai) : It  is  congested  and  markedly 
pigmented  with  carbon. 

Brain  A to  F:  Normal. 

Final  note:  To  judge  from  the  history,  there  is  no  doubt  that 
this  is  a case  of  postpartum  necrosis  of  the  pituitary,  followed  by 
the  now  well-known  syndrome  of  atrophy  of  thyroid  and  adrenals, 
amenorrhea,  atrophy  of  endometrium  and  breasts  and  loss  of  pubic 
and  axillary  hair.  There  was  no  cachexia,  but  there  were  crises 
of  hypoglycemia  with  unconsciousness.  A bronchopneumonia 
finally  developed. 

Anatomical  diagnosis 

Fibrosis  and  atrophy  of  pituitary  gland  due  to  unknown  cause. 

Atrophy  of  suprarenal  glands,  advanced,  bilateral.  Atrophy  of 
thyroid  gland.  Atrophy  of  endometrium.  Atrophy  of  mammary 
gland,  bilateral.  Operation:  Implantation  of  pituitary  gland  in 
anterior  abdominal  wall.  Degeneration  and  fibrosis  of  pituitary 
gland  implant  in  anterior  abdominal  wall.  Chronic  gastritis. 
Atrophy  of  Heart.  Bronchopneumonia,  bilateral. 

. . . . DISCUSSION 

Transplantation  of  organs  from  animals  of  different  species 
(heterotransplantation)  has  been  undertaken,  in  most  cases  un- 
successfully for  a long  time.  Homotransplantation^  on  the  con- 
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trary,  is  a relatively  recent  procedure  that  perhaps  offers  better 
probabilities  of  securing  a more  or  less  permanent  graft.  In  the 
case  oi  the  pituitary  gland,  several  attempts  at  hetero-and 
homo-transplantation--  “ have  been  reported  in  the  recent 
literature,  in  most  cases  for  the  treatment  of  diabetes  insipidus, 
but  as  far  as  we  have  been  able  to  determine,  Kubanyi'-  ^ is  tht 
only  author  reporting  on  pituitary  transplantation  for  the  treat- 
ment of  anterior  lobe  insufficiency  during  the  past  few  years. 

All  the  authors  who  have  had  experience  with  the  procedure 
agree  that  even  in  successful  cases  the  transplant  will  survive 
for  only  a few  months,  so  that  from  the  practical  standpoint  this 
method  of  treatment  does  not  effect  a permanent  cure,  but  is 
rather  similar  to  the  implantation  of  pellets. 

In  the  case  of  our  patient,  despite  her  lack  of  cooperation  in 
the  follow-up,  there  is  enough  evidence  that  the  transplant  was 
functioning  for  at  least  4 to  5 months,  after  which  a gradual  loss 
of  effectiveness  was  noted,  even  to  the  point  of  hypophyseal  in- 
sufficiency by  the  time  of  her  second  admission. 

Regarding  the  technical  aspects  of  the  transplantation  pro- 
cedure in  our  patient  there  are  some  details  which  deserve  special 
attention.  The  reason  choosing  the  pituitary  of  a person  of  the 
same  sex  and  approximate  age  as  the  patient  was,  of  course,  that 
the  gland  would  be  in  an  environment  as  similar  as  possible  to  its 
natural  habitat. 

The  technique  for  removing  the  brain  was  the  usual  one  in 
autopsy  technique,  after  which  the  surgeon  removed  the  hypo- 
physis under  sterile  conditions.  Since  none  of  us  is  familiar  with 
transplantation  procedures  we  did  not  remove  the  capsule  or  the 
posterior  lobe,  nor  did  we  section  the  gland  to  enhance  the  invasion 
by  blood  vessels,  but  simply  implanted  the  whole  gland  deep  in  the 
subcutaneous  tissue.  One  may  speculate  on  the  possible  effect 
of  such  omissions  on  the  duration  of  the  functional  capacity  of 
the  implant  but  such  speculation  would  be  idle  until  further  studies 
are  done. 

Although  a single  case  is  insufficient  to  warrant  definite  con- 
clusions, we  believe  that  this  method  of  treatment  is  worthy  of 
more  extended  trial. 


SUMMARY 

A case  is  described  of  postpartum  pituitary  necrosis  in  which 
hoRLotransplantation  from  a cadaver  was  functionally  successful 
for  a period  of  4 to  5 months. 

The  hypophysis  was  implanted  in  the  subcutaneous  fatty  tissue 
of  the  abdominal  wall. 
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The  possibilities  of  homotransplantation  in  the  treatment  of 
panhypopituitarism  are  briefly  discussed. 

Acknowledgements:  We  wish  to  thank  Dr.  José  R.  González- 
Giusti  for  the  implantation  of  the  hypophysis,  and  Dr.  Enrique 
Koppisch  for  help  in  the  preparation  of  the  autopsy  protocol  and 
this  paper. 
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TABLE  NO.  1 


Date 

RBC 

(mil- 

lions) 

1 

Hgb.  ¡ 
(gm.)  1 

i 

Blood 
Sugar 
(mgm.  %) 

Chlorides 
(mgm.%)  1 

1 

Pm  Eos. 

Absol. 

Cont. 

1 

1 Miscellaneous 

S 19/50 

3.52 

1 

1 

10.2  1 

60 

390 

1 

I 

337 

1 Urinalysis: Tr.  of  alb. 

1 

1 

1 

Cholest.  166 

S/21/50 

1 

1 

68 

340 

1 

Agglutination  series:  neg. 

S/23 

1 

1 

128 

420 

1 

1 

¡ 

S/26 

1 

1 

75 

370 

j 

S/29  1 

1 

1 

370 

i 

523  ! 

S/30 

I 

1 

89 

370 

1 

i 

I 

9/1  1 

1 

1 

86 

400 

1 

1 

I 

9/S  1 

1 

1 

1 

400  1 

Response  to  adrenalin 

1 

1 

1 

Eosinophile  21%  deer. 

9/9  1 

1 

1 

1 

475  1 

Resp.  to  ACTH  26%  deer. 

9/11  1 

1 

1 

78 

360 

1 

316  1 

Resp.  to  ACTH  37%  deer. 

1 

1 

1 

1 

ACTH  therapy  started 

9/12  1 

2.67 

1 

8.4  1 

1 

163  1 

9/13  1 

1 

1 

1 

113  1 

Implantation  of  hypophysis 

1 

i 

i 

(ACTH  discontinued) 

9/14  1 

1 

1 

1 

162 

9/15  1 

1 

1 

1 

315  1 

f 

9/16  ! 

1 

1 

1 

275  1 

9/18 

1 

1 

1 

475 

9/19  1 

1 

1 

81 

390 

1 

550 

9 

9/20  1 

1 

1 

1 

525  ¡ 

9/22  1 

1 

i 

1 

612  j 

1 

9/23  I 

1 

1 

1 

550 

1 

9/25  ¡ 

1 

1 

1 

350 

9/26  1 

3.22 

1 

9.2  1 

89 

380 

1 

313 

9/28  1 

1 

1 

1 

262  1 

9/29  1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

275  1 

1 

TABLE  NO.  2 


I RBC  Hgb.  I Blood 

Date  (mil-  (gm.)  | Sugar 

j lions)  I I (mgm.  %) 


4/19/51  I 3.15  I 9.2  | 

I I I 

4/20  1 I i 147 

I I I 

4/21  , 2.91  I 8.6  I 

4/23  j 1 I 48 

4/24  I 3.65  ! 10.5  | 

4/30  I I I 56 


I Chlorides  j 
! (mgm.%)|Abs.  Eos. 


Miscellaneous 


1 

525 

] Eos.  response  to  adrenalin, 

1 

1 16%  decrease 

1 

350 

Eos.  response  to  ACTH, 

1 

1 54%  decrease 

1 

1 Urinalysis:  normal 

360  1 

I 

! B.M.R.  —29% 

1 

1 

400  1 

1 

1 
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DISCUSION  A MESA  REDONDA  SOBRE  LA 
BILHARZIOSIS  DE  MANSON 

A iniciativa  dei  doctor  Hinman,  decano  de  la  Escuela  de  Me- 
dicina de  la  Universidad  de  Puerto  Rico  se  celebró  el  día  9 de  oc- 
tubre del  corriente  año  la  primer  actividad  científica  auspiciada  por 
el  comité  científico  de  'a  Asociación  Médica  de  Puerto  Rico  y por 
la  Escuela  de  Medicina.  En  dicha  asamblea  se  discutió  uno  de  los 
tópicos  de  mayor  interés  en  la  medicina  regional  de  nuestro  país, 
cual  es  la  Schistose -miasis  de  Manson.  Encontrábase  en  San  Juan 
el  comité  de  expertos  en  Bilharziosis  de  las  Naciones  Unidas,  que 
visitaba  la  isla  para  discutir  los  iPtimos  adelantos  en  el  control  y 
curación  de  la  enfermedad,  y para  ver  los  trabajos  que  el  Departa- 
mento de  Salud  hace  en  relación  con  el  control  de  esta  enferme- 
dad en  Puerto  Rico.  La  Asociación  Médica  aprovechó  esta  oportu- 
nidad para  invitar  estos  señores  y celebrar  una  discusión  a mesa 
redonda  sobre  la  enfermedad,  en  la  que  participarían  no  solamente 
los  mJembros  del  comité,  sino  varios  miembros  de  la  facultad  de 
nuestra  escuela  de  medicina.  Bondadosamente  accedieron  los  cien- 
tíficos del  comité,  y la  reunión  se  llevó  a cabo  en  el  Auditorio  de  la 
Escuela  de  Medicina.  Participaron  en  el  discusión  el  Dr.  Ernest 
Carroll  Faust,  Profesor  de  Medicina  Tropical  e Higiene,  Departa- 
mento de  Medicina  Tropical  de  la  Universidad  de  Tulane,  Nueva 
Orleans;  el  Dr.  Willard  H.  Wright,  jefe  de  Laboratorio  de  enfer- 
medades Tropicales  del  Departamento  Nacional  de  Higiene  en  Be- 
thesda,  Maryland;  el  Dr.  Donald  B.  McMullen  del  departamento  de 
Medicina  Preventiva  de  la  Universidad  de  Oklahoma;  e'  Dr.  Dayson 
M.  Blair,  director  de  Servicio  de  Salud  Pública  del  Departamento 
de  Salud  de  la  Rodesia  del  Sur,  Africa  Central;  el  Dr.  José  Oliver 
González,  el  Dr.  José  F.  Maldonado,  de  la  Escuela  de  Medicina  de 
la  Universidad  de  Puerto  Rico  y miem.br os  del  comité  de  expertos 
en  Bilharziosis  de  las  Naciones  Unidas.  Los  catedráticos  de  la 
facultad  de  Medicina  de  la  Universidad  de  Puerto  Rico  que  tomaron 
parte  fueron  los  siguientes:  el  Dr.  Enrique  Koppisch,  el  Dr.  José 
Noya  Benitez,  el  Dr.  Rurico  S.  Díaz-Rivera,  y el  Dr.  Federico  Her- 
nández Morales.  Cerró  el  acto  el  Dr.  Juan  Antonio  Pons,  secreta- 
rio de  salud  de  Puerto  Rico.  El  Dr.  Rafael  Rodríguez-Molina  pre- 
sidente del  comité  científico  de  la  Asociación  Médica  y jefe  del 
Servicio  Médico  del  Hospital  San  Patricio  para  veteranos,  actuó 
de  moderador.  La  discusión  se  llevó  a cabo  en  forma  de  preguntas 
que  el  Dr.  Rodríguez  Molina  hiciera  a cada  uno  de  los  participan- 
tes. Comenzó  el  Dr.  Oliver  González  quien  discutió  la  situación 
actual  en  lo  que  se  refiere  a los  focos  de  infección  del  Schistosoma 
de  Manson  en  Puerto  Rico.  Después,  el  Dr.  Carroll  Faust  discutió 
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el  valor  de  los  métodos  de  concentración  de  las  heces  y la  biopsia 
rectal  en  el  diagnóstico  de  la  Schistosomiasis  de  Manson.  Siguió  a 
este  el  Dr.  Wright  quien  discutió  la  importancia  del  factor  del  mo- 
lusco en  la  epidemiología  de  la  enfermedad.  El  Dr.  McMullen  dijo 
entonces  su  experiencia  con  distintos  moluscocidas  empleados  pa- 
ra controlar  la  Schistosomiasis  de  Manson  y la  Schistosomiasis  Ja- 
pónica. El  Dr.  Koppisch  habló  sobre  la  incidencia  de  los  ovulillos 
en  distintos  órganos  del  cuerpo  humano  aparte  de  los  órganos  afec- 
tados más  frecuentemente,  así  como  también  discutió  el  rol  del  pa- 
rásito Schistosoma  Mansoni  en  el  desarrollo  de  la  cirrosis  hepática. 
El  Dr,  Noya  Benitez  habló  de  su  experiencia  con  la  esplenectomia 
en  el  estado  avanzado  de  la  enfermedad  en  lo  que  se  refiere  a la  re- 
lación de  esta  operación  con  una  mayor  o menor  incidencia  de  he- 
morragia por  rotura  de  varices  esofágicas.  El  Dr.  Blair  dijo  de  su 
experiencia  con  la  enfermedad  en  el  Africa  Central  del  tratamien- 
to con  una  nueva  droga  llamada  Miracil  D que  se  administra  por  la 
boca  y que  tiene  resultados  prometedores  en  la  cura  de  la  Bil- 
harziasis  de  Manson.  También  habló  del  tratamiento  intensivo  con 
el  Tartrato  de  Sodio  y Antimonio.  El  Dr.  Federico  Hernández- 
Morales  discutió  su  experiencia  con  el  Fuadin  en  Puerto  Rico.  El 
Dr.  Rurico  S.  Díaz  Rivera  habló  de  la  incidencia  de  casos  nuevos 
de  esa  enfermedad  en  los  hospitales  municipales  de  la  capital.  El 
Dr.  Pons  quien  fuera  invitado  por  el  Dr.  Rodríguez-Molina  para  ce- 
rrar el  acto  habló  de  la  labor  que  realiza  el  Departamento  de  Salud 
en  el  control  de  la  Schistosomiasis  en  Puerto  Rico  con  el  uso  de 
moluscocidas. 

Como  una  nota  simpática  y cariñosa  deseamos  señalar  que  este 
acto  científico  fué  dedicado  al  Dr.  Isaac  González-Martínez,  que 
estaba  allí  presente,  y quien  en  el  1904  fué  el  que  descubrió  la  Bil- 
harziosis  de  Manson  en  el  Hemisferio  Occidental,  hallando  los  óvu- 
los de  esta  enfermedad  en  uno  de  sus  pacientes  privados  de  su 
consulta  en  la  ciudad  de  Mayagüez.  El  Dr.  Rodríguez-Molina  de- 
dicó el  acto  al  Dr.  González-Martínez  y dijo  algunas  palabras  alu- 
sivas a su  preparación  académica  y a las  aportaciones  de  este  dis- 
tinguido médico  Puertorriqueño  en  el  campo  de  las  enfermedades 
tropicales. 


R.  Rodrígwez-Molina 


ASAMBLEA  DEL  CINCUENTENARIO  DE  LA  ASOCIACION 
MEDICA  DE  PUERTO  RICO 


Diciembre  10-14,  1952 
PROGRAMA 

CAMARA  DE  DELEGADOS 

Sábado,  6 de  diciembre,  2:00  p.m. 

La  Cámara  de  Delegados  celebrará  su  primera  reunión  a las 
2:00  de  la  tarde  del  sábado,  6 de  diciembre,  en  el  salón  de  actos 
de  la  Asociación. 

A esta  reunión  asistirán,  además  de  los  miembros  de  la  Cá- 
mara, los  presidentes  de  los  comités  permanentes  de  la  Asocia- 
ción, y se  discutirán  los  asuntos  en  el  orden  siguiente: 

(a)  Llamada  al  orden 

(b)  Constitución  de  la  Cámara 

(c)  Lectura  y aprobación  de  informes 

(d)  Asuntos  a tratar 

Miércoles,  10  de  diciembre,  2:00  p.m. 

La  segunda  reunión  de  la  Cámara  de  Delegados  se  llevará 
a efecto  en  el  domicilio  de  la  Asociación,  el  miércoles,  10  de  di- 
ciembre, a las  2:00  de  la  tarde,  y se  observará  el  siguiente  orden: 

(a)  Llamada  al  orden 

(b)  Informe  del  Comité  de  Nominaciones 

(c)  Elección  de  funcionarios  para  el  año  1953 

(d)  Asuntos  a tratar 

MIERCOLES,  DICIEMBRE  10 

Presidirá  el  Dr.  Luis  A.  Sanjurjo 

9 :30  a.m.  Symposium : The  Clinical  Significance  of  Hematuria 
Moderador:  Dr.  Charles  C.  Higgins 

Ponentes:  Dr.  Alberto  L.  Mejia  Casals 

Dr.  Luis  A.  Sanjurjo 
Dr.  Luis  M.  Isales 

10:30  A Model  Cerebral  Palsy  Center 
Dr.  Herman  J.  Flax 

11:00  Normal  Values  of  Iodine  131  Uptake  in  Puertorricans 
Drs.  Roberto  Busó,  Ramón  M.  Suárez-Benítez  and 
Juan  Sabater 
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ASAMBLEA  DEL  CIN  CU  EX  TEN  ARIO 


11:30  Protoveratrine  in  the  Treatment  of  Arterial  Hyper- 
tension 

Drs.  Ramón  M.  Suárez  Benitez  and  Ramón  M.  Suárez 
* * 

2:00  p.m.  Reunión  de  la  Cámara  de  Delegados 
MIERCOLES,  DICIEMBRE  10 

8:30  p.m.  Sesión  Inaugural 

Presidirá  el  Dr.  R.  Rodríguez-Molina 

1.  Selecciones  musicales 

Hnos.  Figueroa 

2.  Presentación  de  los  huéspedes 

Dr.  R.  Rodríguez-Molina 

3.  Discurso  del  presidente  de  la  Asociación 

Dr.  Luis  A.  Sanjurjo 

4.  Selecciones  musicales 

Hnos.  Figueroa 

5.  Obsequios 

JUEVES,  DICIEMBRE  11 
Presidirá  el  Dr.  F.  Hernández-Morales 

9:00a.m.  Symposium:  Carcinoma  of  the  Uterus 
Moderator:  Dr.  Lyndon  E.  Lee 

1.  Incidence  in  Puerto  Rico,  Mr.  Roberto  Fuentes 

2.  Diagnosis,  Dr.  Lyndon  E.  Lee 

3.  Management 

(a)  Radiotherapy,  Drs.  Carlos  Guzmán  Acosta 
and  Héctor  Vallés 

(b)  Surgery,  Dr.  Langdon  Parsons 
10:00  A plea  for  prematures 

Dr.  Enrique  Matta,  Jr. 

10:15  Carcinoma  of  the  Stomach  - Report  of  cases  at  the 
San  Juan  City  Hospital 

Dr.  Eduardo  Rodríguez-Pérez,  Santurce,  P.  R. 
10:30  Observations  on  the  Use  of  Triethylene  Melamine  in 
Hodgkin’s  Disease 

Drs.  Agustín  M.  de  Andino,  Calixto  A.  Romero,  Ju- 
lio V.  Rivera  and  Rafael  Rodríguez-Molina,  San 
Juan  P.  R. 

11:00  The  Presence  of  the  17-Ketosteroid  in  Hydrocele  fluid 
and  the  interpretation  of  its  function 

Dr.  José  C.  Ferrer,  San  Juan,  P.  R. 
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11 :30  The  Rresent  Day  Management  of  Infections  of  the 
Urinary  Tract 

Dr.  Charles  C.  Higgins,  Cleveland,  Ohio 

JUEVES,  DICIEMBRE  11 
Presidirá  el  DDr.  R.  S.  Díaz-Rivera 

2:30p.m.  Weil’s  Disease  in  Puerto  Rico 

Drs.  Francisco  Ramos-Morales  and  José  Rullán, 
Santurce,  P.  R. 

2:45  Rupture  of  the  Uterus  - Five  years  review  at  the  San 
Juan  City  Hospital 

Dr,  Francisco  J.  Rivera  Cintron,  Santurce,  P.  R. 
3:00  Adrenal  Function  in  Sprue 

Dr.  Federico  Diez-Rivas,  Santurce,  P.  R. 

3:30  The  Management  of  Urinary  Tract  Infections.  Use 
and  Abuse  of  Antibiotics 

Dr.  Reed  M.  Nesbit,  Ann  Arbor,  Michigan 
4:00  Psychological  Aspects  of  Physical  Illness 

Dr.  Karl  Menninger,  Topeka,  Kansas 
4:30  Visceral  Larva  Migrans 

Dr.  R.  V.  Platou,  New  Orleans,  La. 

5:00  The  Management  of  the  Diabetic  Patient  as  seen  in 
general  practice 

Dr.  Garfield  G.  Duncan,  Philadelphia,  Pa. 

VIERNES,  DICIEMBRE  12 

Presidirá  el  Dr.  R.  S.  Díaz-Rivera 

9:00a.m.  Symposium:  Schistosomiasis  Mansoni 
Moderator:  Dr.  R.  Rodríguez-Molina 

1.  Epidemiological  and  Parasitological  Aspects 

Dr.  R.  Rodriguez-Molina,  Santurce,  P.  R. 

2.  Pathology  and  Physiology 

Dr.  Enrique  Koppisch,  San  Juan,  P.  R. 

3.  Diagnosis  and  Medical  Management 

Dr.  F.  Hernández-Morales,  Santurce,  P.  R. 

1.  The  Surgical  Treatment  of  Portal  Hypertension 
Drs.  J.  Noya-Benitez  and  David  Rodriguez- 
Pérez 

10:00  Pericarditis:  Study  in  130  cases 

Dr.  Ernesto  J.  Marchand,  Santurce,  P.  R. 

10:30  The  Diagnosis  and  Management  of  Non-calculus 
obstructions  of  the  ureter 

Dr.  Thomas  D.  Moore,  Memphis,  Tennessee 
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11:30 


2:30  p.m. 

3:00 

3:30 

4:00 

4:30 
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9 :00  a.m. 


10:00 
10:30 
11:00 
11:30  * 


The  problem  of  Isolated  Intrathoracic  Nodules. 
Analysis  of  45  cases 

Dr.  José  Roberto  Vivas,  Sam  Houston,  Texas 
Allergic  Reactions  to  Drugs 

Dr.  Oscar  Swineford,  Charlottesville,  Va. 

VIERNES,  DICIEMBRE  12 

Presidirá  el  Dr.  Agustín  M.  de  Andino 

Unusual  instances  of  the  Hypersensitivity  State 
Dr.  R.  S.  Diaz-Rivera,  Santurce,  P.  R. 

Psychiatry  and  the  General  Practitioner 
Dr.  Karl  Menninger,  Topeka,  Kansas 
The  Role  of  Bronchoscopy  in  the  Diagnosis  of  Diseases 
of  the  Chest 

Dr.  Paul  H.  Holinger,  Chicago,  111. 

The  place  of  Pulmonary  function  tests  in  Cardiac 
Respiratory  Diseases 

Dr.  José  Roberto  Vivas,  Sam  Houston,  Texas 

The  Cardiac  Patient  as  a Surgical  Risk 
Dr.  Isaac  Starr,  Philadelphia,  Pa. 

The  Choice  of  Patients  for  and  Results  in  Commis- 
surotomy 

' Dr.  Charles  P.  Bailey,  Philadelphia,  Pa. 

SABADO,  DICIEMBRE  13 
Presidirá  el  Dr.  Luis  R.  Guzmán-López 

Symposium:  Infantile  Diarrhea 
Moderator:  Dr.  Antonio  Ortiz 

1.  Introductory  Remarks  and  Epidemiology 

Dr.  Antonio  Ortiz,  Santurce,  P.  R. 

2.  Parasitology,  Capt.  William  Hahnes,  San  Juan,  P.  R. 
‘3.  Bacteriology,  Luis  M.  González,  Ph.D.,  San  Juan, 

P.  R. 

4.  Evaluation  of  Antibiotics,  Lt.  Bernard  Garfinkel, 
San  Juan,  P.  R. 

5.  Management,  Dr.  E.  S.  Colón-Rivera,  Santurce,  P.R. 
V,  CF  and  CL  Leads  in  Various  Cardiac  Positions 

Dr.  Eli  Ramirez,  Santurce,  P.  R. 

Prenatal  Influences 

Dr.  R.  V.  Platou,  New  Orleans,  La. 

The  Symptomatic  Treatment  of  Asthma 
Dr.  Oscar  Swineford,  Charlottesville,  Va. 

Problems  of  Respiratory  Obstruction  in  Infants  and 
Children 

Dr.  Paul  H.  Holinger,  Chicago,  111. 
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SABADO,  DICIEMBRE  IS 
Presidirá  el  Dr.  Severo  Torruellas 

2:30p.m.  Surgical  Treatment  of  Cancer  of  the  Stomach 

Drs.  Luis  A.  Passalacqua,  Héctor  M.  Nadal  and  Jo- 
sé  A.  Sárraga. 

3:00  The  Recognition  and  Treatment  of  some  Congenital 
Anomalies  of  the  Urogenital  Tract 

Dr.  Reed  M.  Nesbit,  Ann  Arbor,  Michigan 

3 :30  The  Management  of  Patients  with  Renal  Lithiasis 
Dr.  Charles  C.  Higgins,  Cleveland,  Qhip* 

4:00  The  effects  of  Major  Surgery  on  Renal  Function  and 
its  Application  to  Postoperative  care 
Dr.  Carl  A.  Moyer,  St.  Louis,  Mo. 

4:30  Malignant  melanomas,  a clinico-pathologic  analysis  of 
the  criteria  for  diagnosis  and  progaosis. 

Dr.  Arthur  C.  Allen,  New  York  City 

DOMINGO,  DICIEMBRE  14 
Presidirá  el  Dr.  Rafael  Rodriguez-Molina 

10:30  a.m.  The  Surgical  Approach  to  Tuberculosis 

Dr.  Charles  P.  Bailey,  Philadelphia,  Pa. 

11:00  Pre-and  post-operative  Management  . ^ 

Dr.  Carl  A.  Moyer,  St.  Louis,  Mo.'"  rV" 

11:30  Management  of  Congestive  Heart  Failure 
Dr.  Isaac  Starr,  Philadelphia,  Pa. 

12:00  The  Management  of  Essential  Hypertension 
Dr.  Garfield  G.  Duncan,  Philadelphia,  Pa. 

ACTOS  SOCIALES 

Miércoles,  10  de  diciembre,  10:00  p.m. 

Los  concurrentes  a la  sesión  inaugural  serán  obsequiados 
en  el  Club  Médico. 

Sábado,  13  de  diciembre,  7:30  p.m. 

Banquete-baile  anual  en  el  Berwind  Country  Club 

Domingo,  14  de  diciembre,  1:00  p.m. 


Buffet  lunch  en  el  Hotel  Caribe  Hilton 


HUESPEDES  DE  HONOR 


ASAMBLEA  DEL  CINCUENTENARIO 
Diciembre  10-14,  1952 


I)R.  GARFIELD  G.  DUNCAN 
Profesor  de  Medicina,  Colegio  Mé- 
dico de  Jefferson. 


DR.  CHARLES  P.  BAILEY 
Profesor  de  Cirugía  Torácica,  Cole- 
gio Médico  de  Hahnemann. 


DR.  CARL  A.  MOYER 
Profesor  de  Cirugía,  Escuela  de  Me- 
dicina de  la  Universidad  de 
Washington. 


DR.  OSCAR  SWINEFORD,  JR. 
Profesor  de  Medicina,  Universidad 
de  Virginia. 
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UPK^PEDE^  PE  HONOR 


DR.  ISAAC  STARR 
Profesor  de  Terapéutica,  Escuela 
de  Medicina  de  la  Universidad  de 
Pennsylvania. 


DR.  R.  V.  PLATOU 
Profesor  y Jefe  del  Departamento 
de  Pediatría,  Escuela  de  Medicina 
de  la  Universidad  de  Tulane. 


DR.  P.MIU  M.  MOLIXCEK 
l’i'ofesoi'  (le  l>i'onco('S()fa,í;()l().í;ía,  (’o- 
Ic'Sio  (1(‘  .\I('(licina  d(‘  la  Uuiv('rsi 
dad  de  Illinois. 


DR.  CHARLES  C.  HICxOTXS 
Jefe,  D(*partamento  de  Urología, 
(Jínica,  Cleveland. 


IIUERPEDES  DE  HOXOR 


DR.  KARL  MENNINGER 
Director  General  del  Departamento 
de  Educación  de  la  Fundación 
Menninger. 


DR.  REED  M.  NESBIT 
Profesor  de  Cirugía  y Jefe  del  Ser 
vicio  de  Urología,  Hospital  de  la 
Universidad  de  Michigan. 


DR.  THOMAS  D.  MOORE 
Ih'ofesor  y J(ífe  dvl  Departamento 
de  Urología,  ('olegio  de  Medicina  de 
la  Uiii vei-sidad  do  Tennessee. 


DR.  JOSE  ROBERTO  VIVAS 
.lefe  Asistente  de  Medicina,  Brooke 
Army  Hospital. 


HUESPEDES  DE  HOXOR 


DR.  LANGDON  PARSONS 
Profesor,  Obstetricia  y Ginecología, 
Universidad  de  North  Carolina. 


DR.  ARTHUR  C.  ALLEX 
Patólogo,  Hospital  Postgraduado 
Universidad  de  Columbia. 


Pet  Milk 
keeps 
babies 
growing 


. . infant 
feeding 
costs 


FAVORED  FORM 
OF  MILK 
FOR  INFANT 
FORMULA 


tif 

jKíS-RÍTtó 


Physicians  know  there  is  no  better 
or  more  nutritious  milk  for  babies 
than  Pet  Evaporated  Milk.  Because 
Pet  Milk  is  complete  in  the  food 
values  of  milk  , . , comparable  in 
digestibility  to  human  milk,  and 
sterilized  in  its  sealed  container,  Pet 
Milk  is  always  a sa/e  milk  for  babies. 

Yet  Pet  Milk,  the  original  evapo- 
rated milk,  costs  less  than  any  other 
form  of  milk’— far  less  than  special 
infant  feeding  preparations  ! That’s 
especially  important  in  these  days  of 
high  living  costs . . . because  it  means 
that  young  parents,  using  Pet  Milk, 
can  save  from  $10  to  $50  in  the 
first  year  on  baby’s  food  bill  alone. 

Recommend  inexpensive  Pet  Mill 
for  the  babies  in  your  care.  See 
how  this  good  milk  assures  all 
needed  nourishment  and  saves 
precious  dollars,  too. 


?ET  MILK  COMPANY,  1472-D  ARCADE  BUILDING,  ST.  LOUIS  1,  MISSOURI 

Distribuidores;  B.  FERNANDEZ  & HNOS.,  SUCRS. 

San  Juan,  Puerto  Rico 


i^ARA  ALTOS  NIVELES  SANGUINEOS  DE  PENICILINA 

. . . sin  el  peligro  de  reacciones  secundarias 


Compenamina,  la  nueva  sal  insoluble  de  penicilina  G, 
presenta  las  siguientes  características  favorables  para 
la  terapéutica  penicilínica  usual: 

1.  Una  sola  dosis  de  300.000  unidades  produce,  en 
la  mayoría  de  los  pacientes,  un  notable  nivel  penici^ 
línico  en  la  sangre  por  un  espacio  minimo  de  24  horas, 

2.  Compenamina  es  bien  tolerada  aun  por  aque^ 
líos  pacientes  cuya  sensibilidad  hacia  otras  sales  de 
penicilina  G es  conocida.  De  este  modo,  su  uso  ruti<> 

Flvye  libremente  nario  evita  un  significativo  número  de  molestas  reag- 
pof  la  aguja  ciones  en  estos  pacientes. 

Compenamina  es  de  preferir  siempre  que  sea 
menester  formar  un  repositorio  de  sal  de  penicilina.  So 
presenta  en  tres  distintas  formas:  (1)  Compenamina  en 
polvo,  en  frascos  siliconizados;  (2)  Compenamina  en 
solución  acuosa,  en  frascos  siliconizados,  que  no  re- 
quiere refrigeración;  (3)  Compenamina  en  aceite. 


COMMERCIAL  SOLVENTS  CORPORATION 

División  ele  2xnort?''ióti 

260  ¡Viadison  Ave.,  Nueva  Yoík  1G,  N.Y.,  E.  U.  A. 

Distribuidor:  LUIS  GARRATON,  INC. 

Fortaleza  352  ■ Tel.  3-1593  ■ Apartado  2984  ■ San  Juan,  P.  R. 


SEGÜBA 


C'/  ''i 


En  el  Polo  Norte 


o en  la  Selva  Tropical 


Eli  cualquier  clima,  Ijajo  las  condi- 
ciones más  variadas,  la  Leche  KLIM 
es  siempre  segura,  pura  y uniforme- 
mente nutritiva.  En  efecto,  KLIM 
ha  sido  usada  en  muchas  expedi- 
ciones al  Polo  Norte  y al  Polo  Sur 
y hajo  el  sofocante  calor  de  las 
selvas  ecuatoriales.  Y siempre  la 
frescura  niiiformc,  saljor  y calidad 
inmejoralílcs  de  esta  cremosa  leche 
en  polvo  permanecen  intactos  en  su 
lata  cerrada  al  vacío,  envasada  por 
medio  de  un  procedimiento  espe- 
cial. 

Considere  tandiién.  Doctor,  otras 
grandes  ventajas  de  la  Leche  KLIM, 


tal  como  su  fácil  digestihilidad,  una 
de  las  razones  por  la  cual  muchos 
pedíatras  recomiendan  esta  leche 
superior  en  la  alimentación  de  los 
niños. 

Además  de  que  es  una  leche  ideal 
para  la  nutrición  de  los  niños  y para 
la  familia  en  general,  KLI^I  es  un 
alimento  suave  pero  muy  vigori- 
zante para  los  ancianos  de  estóma- 
go delicado.  Esta  leche  tan  saluda- 
ble tamhién  se  recomienda  en  las 
dietas  de  convalecientes  y frecuen- 
temente en  las  de  acpiellos  que  pa- 
decen de  úlceras  pépticas. 

No  hay  mejor  leche  tpie  KLIM. 

KLIM 


LA  PREFERIDA  EN  TODO  EL  MUNDO 

iVo.s  complaceremos  en  suministrarle  informes  profesionales 
completos  sobre  la  Leche  KU M.  Sólo  tiene  (¡ue  escribir  a: 

THE  BORI^EN  COMPANY.  División  de  Exportación 
350  Madison  Avenue,  Nueva  York  17,  N.  Y.,  E.  U.  A. 


Dislrihuiclores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  I'orlaleza  101,  San  .luán,  P.  R, 


CAFERGOT® 


minutes  are 
ot  the  essence  in 
migraine  therapy ... 

Pharmacotherapy,  psychotherapy, 

physiotherapy  and  surgery,  may  be  employed 

individually  or  in  combination 

for  therapy  of  head  pain.  De  Jong's  concept 

of  pharmacotherapy  in  migraine  may 

well  be  employed  to  treat  most  cephalalgias; 

first— treat  or  shorten  the 

individual  attack  and  second— prevent  the 

recurrence  or  lengthen  the  intervals 

between  attacks. 


The  first  principle  in  treating  the  headache  is  to  start  immediately 
when  the  first  sign  of  trouble  appears.  The  earlier  treatment  is 
started,  the  more  successful  it  is  likely  to  be. 

De  Jong,  R.  N.:  Chicago  M.  Soc.  Bull.  54;106  (Aug.)  1951. 


/ 


Supplies  of  the  pad 

(left)  "Directions  To  Your  Patient" 

axe  available  on  request  to: 


SANDOZ  pharmaceuticals 

division  of  Sandoz  Chemical  Works,  Inc. 
New  York  14,  N.  Y. 


a refreshing, 
soothing 
(ollyriunt 

FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
OUST,  SMOKE  OR  GLARE 


Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.P.  1.1%, 
sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract  of 
witch  hazel  N.F.  2.6%,  camphor  U.S.P.  0.04%,  methylparahen  U.S.P.  0.05%, 
rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Kacb 
package  contains  a sanitary,  plastic  eye  cup. 


THE  NORWICH  PHARMACAL  COMPANY 
Norwich,  New  York,  U.  S.  A.  • 


Distribuidores:  CESAR  CASTILLO,  INC.,  Edificio  Camaleglo 
Avenida  Muñoz  Rivera  70  - Hato  Rey,  Puerto  Rico 


40 R PROMPT  . 
INTiÉSTiÑAL  CLEANSING 


Evacudíi^t 


When  the  doctor  says  "Phospho-Soda  (Fleet),  in 
larger  dose,  for  pirprhpt;'cbnrip|ete  evacuation^V^^^ 
nurse  knows  thqf¿  wlithih  an  hour  or  so,  it  will  pro- 
Jjite  ' duce  ci  response  yety  much  like  that  of  an  enema. 

; ' SWP  Yet,  when  so  used  in  cases  óf  transient  costive  dis- 
ir;  .tress>  or  prior  tp;  diagnostic  or.  surgical  Work,  its 
géhtié  action  is  quite  free  from  irfitatibn,  griping,  or  other  adverse 
reactions.  Samples  on  request.  ^ 

Phos'pho-Sqclá,(Fleét)  is  a solution  containing  in  each  100  cc  sodium  biphosphate  48  Gm^and 
sodium  phpsphafe  1,8  Gm.  Both  'Phqspho-Spda'  and  'Fleet'  are  registered  trade-marks  of 
C.  B.  Fleet -Cp.,  Inc. 

C.  B.  FLEET  CO.,  INC.  0*  Lynchburg,  Virginia 


THERE  IS  ONLY  ONE 


ACCEPTED.  FOR  ADVERTISING  .BY  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


Distribuidores:  COMERCIAL  GODEL,  INC. 
Ave.  Fernández  Juncos  1608  — Santurce,  P.  R. 


Effect  of 


WHEAT  BRAN  on 

intestinal  evacuation 


Twenty-two  research  studies  were  made  at  five  uni- 
versities on  the  use  of  wheat  bran  in  treatment  of 
constipation  due  to  lack  of  bulk  in  the  diet.  One 
study,  which  sought  to  determine  the  effect  of  1 oz. 
(30  gm.)  of  wheat  bran  on  the  emptying  time  of  the 
small  intestines,  and  on  the  emptying  time  of  the 
entire  gastrointestinal  tract,  showed  the  following: 

1*  Wheat  bran  (in  the  form  of  All-Bran)  does  not 
accelerate  a 24-hour  cecal  emptying  time,  but  does 
accelerate  the  cecal  emptying  time  in  those  cases 
where  there  was  a slow  (48-hour)  cecal  evacuation. 


2«The  total  emptying  time  of  the  gastrointestinal 
tract  is  influenced  only  in  the  normal  individuals  who 
had  a forty-eight  hour  or  longer  cecal  emptying  time. 
In  such  delayed  cases,  the  total  emptying  time  was 
accelerated  by  at  least  24  hours. 


A summary  of  this  14  years  of  research,  with  com- 
plete bibliography,  is  now  available  to  physicians.  It 
was  prepared  under  the  super- 
vision of  Dr.  Carl  W Lindow, 

Research  Director  of  the 
Kellogg  Company. 


THIS  COUPON  WILL  BRING  YOUR  COPY  PROMPTLY 


Kellogg  Company,  Box  350,  Batik  Creok,  Mick. 

Please  send  me  your  complimentary  summary  on  the  importance  of 
All-Bran  in  treatment  of  constipation  due  to  lack  of  bulk  in  the  diet. 


NAME 


M.  D, 


STREET. 


CITY 


□ 

t. 


STATE 

Please  send  me  12  1-ounce  samples  of  Kellogg’s  All-Bran. 

Many  doctors  hove  found  Kellogg's  All-Bran  — mode  from 
C/ieck  here  Outer  layers  of  the  finest  wheat  kernels  — an 

ify*ot/won/  excellent  source  of  dietary  bulk.  We  will  gladly  send 

these  fomp/ei.  1-ounce  samples  to  doctors  who  would  like  to  have  them 

on  hand  for  their  patients. 


El  enfermo,  que  padece  de  una  in- 
flamación dolorosa,  se  beneficia 
grandemente  por  cualquier  medida 
que  se  tome  para  aliviar  su  molestia, 
la  cual  perdure  durante  toda  lo  noche, 

NUMOTIZINE,  aplicado  a la  hora  de 
acostarse,  continúa  su  efecto  anal»* 
gésico  y descongestivo  por  ocho  horas 
o más,  y permite  que  el  paciente 
duerma  sin  interrupción. 

Con  NUMOTIZINE  no  hay  necesidad 
de  hacer  cambios  frecuentes  de  cura- 
ción, ni  de  usar  botellas  de  agua 
caliente  u otros  artefactos  para  pro- 
ducir calor. 


NUMOTIZINE 

Cataplasma  analgésica  y 
descongestiva 

INDICACIONES; 

Furunculosis 

Afecciones  del  Arbol  Respiratorio 
Torceduras  y Contusiones 
Dolores  Artríticos 
Inflamaciones  Glandulares 
Tonsilitis 

Se  suministra  en  tarros  de  cristal  de 
57,  114,  228,  425  y 850  gramos. 


NUMOTIZINE,  INC. 

900  NORTH  FRANKLIN  ST. 

CHICAGO  10,  ILLINOIS,  E.  U.  A. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


VERILOID* 

Product  of  Riker  Research 


• What  the  Product  Is:  The  hypo- 
tensive ester  alkaloids  of  Vera- 
trum  viride  extracted  by  an  ex- 
clusive process  developed  in  the 
Riker  research  laboratory.  The 
active  material  represents  appro- 
vimately  0.1  per  cent  of  the  -weight 
< f the  crude  drug  from  which  it 
’s  derived. 

• What  It's  For:  Veriloid  is  indi- 
cated in  the  treatment  of  all  forms 
of  hypertension.  It  produces  good 
response  even  in  cases  of  malig- 
nant hypertension  and  severe  es- 
sential hypertension. 

O Advantages:  Because  biological- 
ly standardized  for  hypotensive 
activity  dogs,  Veriloid  is  constant 
in  pharmacologic  potency  — from 
bottle  to  bottle,  from  batch  to 


batch.  Veriloid  may  be  given  for 
indefinite  periods  since  drug  tole- 
rance is  unlikely. 

% How  Administered:  Dosage 
must  be  carefully  adjusted  to  suit 
the  need  of  the  individual  patient. 
Comprehensive  instructions  for 
dosage  determination  are  given  in 
the  brochure  ‘ Veriloid  in  the  Man- 
agement of  the  Hypertensive  Pa- 
tient” copy  of  which  is  available 
on  request. 

• How  Supplied:  In  1.0,  2.0,  and 
;».0  mg.  scored  tablets,  in  bottles 
of  100,  200,  500  and  1000.  To  be 
sold  on  prescription  only. 

® How  Promoted:  Intensively  pro- 
moted to  the  medical  profession 
in  a strictly  ethical  manner. 


RIKER  LABORATORIES,  INC. 

8480  Beverley  Boulevard  - Los  Angeles  48,  California 
Available  in  all  Drug  Stores. 


A LOS  SEÑORES  MEDICOS 


Nos  complacemos  en  recordarles  que  desde  hace  25 
años  somos  distribuidores  de  los  productos  de  ELI 
LILLY,  de  los  cuales  siempre  tenemos  completo 
surtido  en  existencia. 

J.  M.  BLANCO,  INC 

(Droguería  Blanco) 


THE  NEW  YORK  POLYCLINIC 

ESCUELA  DE  MEDICINA  Y HOSPITAL 
Organizada  en  1881 

La  Primera  Institución  Médica  de  América  para  Postgraduados 


MEDICINA  FISICA  Y KEHA- 
BIEITACION 

Conferenolas  didácticas  y apli- 
«ación  clínica  activa  de  todos  los 
método»  modernos  do  medicina  fí- 
sica en  medicina  interna,  cirugía 
general  y traumática,  ginecología, 
urología,  dermatología,  neurología 
y pediatría.  Demostraciones  es- 
peciales en  clectrocirugía  menor  y 
electrodlagnóstico.  Las  prueba» 
de  diagnóstico  usadas  en  Medici- 
na Física.  Técnicas  en  relmbili- 
tación  de  lo»  Incapacitados. 


OBSTETRICIA  Y GINECOLOGIA 

Un  curso  completo.  En  Obstetri- 
cia: conferencias;  clínica  prenatal; 
presencia  a partos  normales  y o- 
peratorios;  operatoria  obstétrica 
maniquí) . 

En  Ginecología:  conferencias; 
exploración  clínica;  presencia  de 
operaciones;  examen  pre-operato- 
ric  de  pacientes:  clínica  post-ope- 
ratoria  de  las  pacientes  en  las  sa- 
las. 

Patología  obstétrica  y ginecoló- 
gica; anestesia  regionai  (en  ca- 
dáver). Asistencia  conferencias  en 
Obstetricia  y Ginecología. 


OJOS,  OIDOS,  NARIZ  Y 
GARGANTA 

Curso  combinado  completo  de  ui» 
año  académico  (9  meses).  Consiste 
de  asistencia  a clíni<’as,  presencia 
en  operaciones,  conferencias,  de- 
mostraciones de  casos  y demostra- 
ciones en  el  cadáver;  operaciones 
de  ojos,  oídos,  nariz  y garganta  en 
el  cadáver;  disecciones  del  cuello 
y la  cabeza  (cadáver);  demostra- 
ciones í'línicas  y en  el  cadáA’er  so- 
b'’e  bronccscopía,  ciriiga  de  la  la- 
ringe y cirugía  facial;  refraccio- 
nes; roentgenología;  patología, 
bacteriología;  y embriología;  fisio- 
logía; neuro-anatomía;  anestesia; 
fisioterapia;  alergia;  examen  pre- 
operatorio y póst-operatorio  de  pa- 
cientes en  las  salas  y clínicas. 
También  cursos  cortos  de  repaso 
(3  meses). 

PROCTOLOGIA  Y 
GASTROENTEROLOGIA 

Curso  combinado  que  compren- 
de asistencia  a ciínica  y confe- 
rencias; instrucción  en  exámenes, 
diagnóstico  y tratamiento;  pre- 
sencia en  operaciones;  visita  a ias 
sealas  de  enfermos ; demostración 
de  casos;  patología;  radiología; 
anatomía  proctología  operatoria 
en  el  cadáver... 


PAIU  INFORMES  DIRIGIRSE  A 


MEDICAL  EXECUTIVE  OFFICER:  345  West  SOtli  St..  New  York  City 


EL  HERALDO  MEDICO 

Circulación:  5,000 
Envíe  su  anuncio  a la 

ASOCIACION  MEDICA  DE  PUERTO  RICO 

P.  O.  Box  9111'  , — Santurce,  P.  R. 


El  Factor  Extra  en  el 


‘BECOTIN 


C’ 


(Complejo  de  Vitamina  B con  Vitamina  C,  Lilly) 

Las  cápsulas  de  ‘Becotin  con  Vitamina  C’  con- 
tienen seis  factores  del  complejo  B más  fraccio- 
nes menos  conocidas  de  este  complejo  contenidas 
en  un  concentrado  hepático  gástrico.  En  adición 
a estos  factores  del  complejo  B,  cada  cápsula 
de  ‘Becotin  con  Vitamina  C’  contiene  150  mg  de 
ácido  ascórbico  (vitamina  C). 

Cada  cápsula  contiene: 

Clorhidrato  de  Tiamina 
Riboflavina 

Clorhidrato  de  Piridoxina 
Nicotinamida 

Acido  Pantoténico  (como  Pa.nto- 
íenato  de  Calcio ) 

Vitamina  B^.^  (equivalente  de 
actividad ) 

Acido  Ascórbico 
Preparación  Desecada  de  Hígado 
y Tejido  Gástrico,  Lilly 


10  mg 
10  mg 
5 mg 
50  mg 

25  mg 

1 microgramo* 
150  mg 

0.39  g 


* Obtenida  de  extractivon  de  microorganismos 
apropiados  e hígado  y determinada  microbioló- 
gica mente  por  comparación  con  el  patrón  de  la 
vitamina  Bx>. 


ELI  LILLY  PAN-AMERICAN  CORPORATION 

INDIANAPOLIS  6,  INDIANA,  E.  U.  A. 


